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Pilling Retail Department 


Instruments Required in Sinus Work, Including 
Radical Operations 
Compiled by DR. ROSS H. SKILLERN, Philadelphia 


















Skillern - Grunwald 
forceps for general 


Hajek Claus, 
sinus work, $10.50. 


heavy punch, 
as modified by 
Dr. Skillern, 
radical antrum 
work, $18.00. 
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Skillern double ended curette, $4.50. 








: it 9 7 CM. 
Hajek’s antrum 


retractors, hand 
forged steel, each, 
$6.00. 


Skillern graduated silver probe, $1.75. 








Skillern tapered pure silver antrum and sinus cannula, $2.50. 


Lukens’ Portable Nose and Throat Treatment Case 
DR. ROBERT M. LUKENS, Philadelphia 


For the laryngologist who is called upon to 
attend patients at home and wishes all office 
facilities at his command. 


Leather-covered with drop front, provided 
with drawers and trays as shown in the illus- 
tration. Size approximately 18 x 11 inches. 
Weight about 20 Ibs., fully equipped. 


The drawers marked 
“sterile” and “unsterile’”’ are 
made of copper. 








In the other drawers ample 
space is provided for ear 
knives, tonsil knives, electric 
otoscope, headlight, and head 
mirror ; in fact, all the diag- 
nostic instruments required. 
A cotton receptacle is con- 
veniently attached. In the 





left compartment is a complete Pilling-made suction and pressure pump for aspiration and for 
operating sprays. 
Lukens’ treatment case, including suction pump, cotton holder and seven bottles, 

But none of the other items illustrated. Price ................ccceecccceeeeceeee seen seen enee eee $125.00 

















The George P. P H L L I N Arch & 23rd Sts., 
& Son Co.. Phila., Pa. 
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ORIGINAL COMMUNICATIONS. 
(csc thay ee eoetstineel’ auciniadly “a Core SaeemnetnD 


A CONTRIBUTION TO THE ETIOLOGY OF PROGRES- 
SIVE DEAFNESS. PRELIMINARY REPORT.*i} 
Dr. Mark J. Gorriies, New York. 

This is a study of the pancreatic function of nine cases of oto- 
sclerosis and 12 cases of nerve deafness. The character of the 
involvement was determined by hearing tests, namely, in otosclerosis 
we find negative Rinné, prolongation of bone conduction, elevation 
of lower tone limit, insidious onset and progression; in nerve deaf- 
ness, the Rinné is positive, the bone and air conduction is shortened, 
the high tone limit is lowered, the onset is insidious or acute, it may 
or may not become progressively worse. This basis of interpreta- 
tion is accepted by otologists in general. 

This work comprises the results of examination of the urine, 
particularly for sugar; the determination of the amount of sugar 
in the blood; the estimation of the amount of trypsin, amylopsin 
and steapsin in the fluid extracted from the duodenum and when- 
ever possible the evaluation of the sugar tolerance. Thus the aci- 
nous as well as the insular function is considered. 

The blood for chemistry was taken after starvation for over 
12 hours. The duodenal contents was removed also after a period 
in which no food was taken. Dr. Joseph Marcus extracted the 


Editor's Note This ms. received in Laryngoscope Office and accepted for 
publication Jan 21, 1930. 

*Read before the New York Academy of Medicine, Section on Otology, 
Nov. 8, 1929. 

+From the Research Clinic on Deafness, Department of Otolaryngology, 
Beth Israel Hospital, N. Y. 

*This work is being subsidized by a philanthropist who desires no 
publicity. 
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duodenal fluid and its digestive activity was evaluated under his 
direction. 

Tryptic activity was determined by estimating the amount of 
0.1 per cent casein solution that is digested by 1 c.c. of duodenal 
fluid exposed for 15 minutes at a temperature of 38°. Gross’ 
Method Hawk “Practical Physiological Chemistry,” 8th edition, 
page 194. 

Amylolytic activity was determined by the amount of digestion 
of 1 per cent starch solution by 1 c.c. of duodenal contents for 
30 minutes at 38°. Wohlgemuth: Biochemische Zeitschrift, 9, 1, 
1908. 

Steapsin: The activity of steapsin is estimated by determining 
the amount in milligrams of fatty acids that are formed by hydroly- 
sis, using olive oil emulsion, by 1 c.c. of duodenal contents. The 
fatty acid is calculated in terms of oleic acid. J. Wohlgemuth: 
“Grundriss der Fermentmethoden,” pages 100-103 (Kanitz). 

The controls for the quantitative digestive figures were obtained 
by Dr. Marcus from his private patients. No hearing tests were 
performed on these patients. The only reason these figures are 
presented is that they give the reader an idea of what is supposed 
to be the average normal digestive activity of the duodenal contents. 

In Chart 1 it will be noticed that the diagnosis of six of these 
cases is gall bladder disease. In three of these some of the digestive 
figures are low. However, the other three show what may be termed 
average digestive activity. The other cases give figures which are 
construed as normal. 








CHART 1, 
ee DUODENAL CONTENTS 

Name Disease Trypsin Amylopsin Steapsin 
B.S. j Gall-Bladder 3.3 ec 17. ce 112. Mgms. 
E. B. Cholelithiasis 1.0 12.5 870. 

» = Chronic Cholecystitis 5.0 500. 225.28 
Mrs. S$ Chronic Cholecystitis 50. 500. 1663.28 
R. N. Chronic Cholecystitis 25. 62. 662. 

with Stones 

Mr. K. Peptic Ulcer 50. 83. 887. 
Mrs. S. Gall-Bladder 33. 50. 549. 
T. G. Functional 50. 62. 901. 
Mr. L. Functional 50. 50. 620. 
M. B. Functional 35. 64. 844. 


M. A. Functional 33. 62. 775. 
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On studying Chart 2 one is impressed by the fact that in the 
otosclerosis cases, with the exception of Case 1, there is a definite 
reduction in the tryptic activity. There is a lowering of the amylo- 
lytic function, but not so consistently as the reduction of tryptic 
function. Case 5, M. B., is an exception; the amylolytic activity is 
lowered moderately, but the ability to digest fats is much lower 
than the average lipase figures as shown in Chart 1. Unfortunately, 
Case 3, W. K., did not give the opportunity to evaluate the diges- 
tive activity of his duodenal contents, but he has sugar in his urine 
and a high sugar content in his blood. In this connection, it will be 
noticed that two other cases have blood sugar values higher than 
the normal figure. ‘These cases will now be considered individually 


and the result of treatment with pancreatic extract given when used. 


Case 1: M. P. Percentage loss of hearing, Sept. 20, 1929. 





10 

20 

30 

sO 

50 

9) 

20 AVERAGE 
J RIGHT 4% 
(e) LEFT 304% 
100 

= 6+ 2e i.s5e¢ 51g 1074 2046 4096 819% 
FITCH c c a Tee e ot ee oo 
Right Left Normal 

256 D.V. Air 11 seconds 15 seconds 18 seconds 
256 D.V. Bone 13 seconds 15 seconds 12 seconds 


This patient has practically normal urine, blood chemistry pan- 
creatic digestion, visualization of gall bladder and sugar tolerance. 
The basal metabolism is minus 5, blood calcium is slightly above 
normal, and one sister is deaf. 

Case 2: P. W. Feb. 12, 1929: Conversation on the right side, 
11 feet ; left side, 2% feet. Diet and extract of pancreas prescribed. 
Oct .11, 1929: Conversation on the right side, 10 feet, and on the 
left, 3 feet. 

Case 3: W. J. K. April 1, 1929: Hearing for conversation with 
the right ear was 23 inches, and the left ear, 40 feet. His diet was 


regulated in accordance with the findings. Pancreatic extract pre- 
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PROGRESSIVE DEAFNESS. 
scribed. On May 14, 1929, conversation with the right was 7% 
feet, and with the left, 40 feet. 

Case 4: K. K. March 20, 1929: Hearing for conversation on 
the right side, 614 feet; left side, 11 inches. Extract of pancreas 
prescribed. June 10, 1929: Conversation on right side, 18 feet; 
left side, 6 feet. 

Case 5: P. G. Feb. 15, 1929: Conversation, right, 10 inches; 
left, 10 inches. Diet and pancreatic extract prescribed. May 17, 
1929: Conversation, right, 8% inches: left, 15 inches. Treatment 
discontinued during this time. Aug. 1, 1929: Conversation, right, 
114 inches; left, 7% inches. Treatment resumed during this period. 
Sept. 23, 1929: Conversation, right, 8 inches; left, 15 inches. 

Case 6: M. B. March 26, 1929: Conversation, right, 5 feet; 


left, 3 feet. Diet and pancreatic extract prescribed. July 8, 1929: 


Conversation, right, 11 feet; left, 74 feet. 
Case 7: F. L,. March 25, 1929: Conversation, right, 20 inches; 
left, 14 feet. Diet and pancreatic extract prescribed. May 27, 


1929: Conversation, right, 4 feet; left, 154 feet. Treatment dis- 
continued. Aug. 12, 1929: Conversation, right, 2 feet: left 10 
feet. Treatment resumed. Sept. 24, 1929: Conversation, right, 
feet; left, 12 feet 

Case 8: §. L.. June 10, 1929: Conversation, right, 8 inches; left, 
linch. Diet and pancreatic extract prescribed. Oct. 9, 1929: Con- 


versation, right, 40 feet: left, 2 inches. 


Case 9: P. I. Percentage loss of hearing, Oct. 4, 1929. 
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Right Left Normal 
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256 D.V. Bone 12 seconds 
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Tryptic and amylolytic activity of the intestinal contents defi- 
nitely lowered. 

The cases in Chart 3 may be separated into three groups: first, 
four cases in which the digestive figures are very low, especially 
the steapsin figures; second, three cases in which the figures for 
trypsin and amylopsin are low, while the lipase figures are good; 
third, five cases in which all the digestive figures are good. In this 
group, one is a probable case of brain tumor, three have gall bladder 
disease, and one in which other contributory factors are absent. 

Out of the 12 cases, two have blood sugar values higher than 
the normal figures. In one case there is sugar in the urine. 

The gall bladder cases are interesting because, contrary to ex- 
pectation, the digestion of all these is good. The author has found 
that practically all cases of gall bladder disease have a reduction in 
their hearing capacity. 

It might be of interest for the reader to know that Merlin and 
Craver’ reported a case of complete fibrosis of the pancreas in 
which there was an entire absence of digestion from pancreatic 
secretion. This patient was rapidly going blind and deaf. 

We will now consider the cases in Chart 3 individually and give 
wherever possible the result of treatment with pancreatic extract. 


Case 1: T. 1. Percentage loss of hearing, Oct. 4, 1929. 
-20 
-10 

0 
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Oct. 4, 1929. Right Left Normal 
256 D.V. Air 26 seconds 26 seconds 22 seconds 


256 D.V. Bone 11 seconds seconds 15 seconds 


io 2) 


The blood calcium is higher than normal. The pancreatic diges- 
tive figures are high. ‘This patient has difficulty in hearing over the 
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telephone, and direct conversation from high-pitched voices. No 
reason has as yet been found for the depreciation in hearing. ‘The 
hearing of this patient is getting worse, as shown by the following 
audiogram. 


Case t: T. L. Percentage loss of hearing, Nov. 1, 1929. 


Average 
Right 7 % 
Left /O4t 





64 128 256 512 1024 2048 4096 —_ 
2 + 


5 
Pitch c c c c c c c c 


Case 2: P. H. The hearing loss is mostly in the high tones and 
bone conduction is reduced. The watch is heard only a few inches 
away. As shown in Chart 3, this patient has had cholelethiasis for 
many years. His pancreatic digestion is comparatively good. 

Case 3: S. B. Aug. 5, 1929: Conversation, right, 4%4 feet; left, 
3 feet. Diet and pancreatic extract prescribed. Aug. 26, 1929: 
Conversation, right, 11% feet; left, 11% feet. Treatment discon- 
tinued. Sept. 16, 1929: Conversation, right, 10 feet; left, 6 feet. 
Special notice should be made that although the figures for digestive 
activity were all high, the sugar in the blood was 133.3 m.gm. This 


patient has had a cholecystectomy. 
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Case 4: H.S. Percentage loss of hearing, Sept. 16, 1929. 
-29 





“1 


1 
64 128 256 S1Z 10g4 2048 40¢e B1g2 
ct ate ec c* co? ec 
PITCH C ¢ ; , 
Right Left Normal 
256 D.V. Air — seconds 8 seconds 18 seconds 
256 D.V. Bone 6 seconds 9 seconds 12 seconds 


This patient has pericholecystic adhesions. The urine and blood 
chemistry are normal. The figures for digestion by trypsin and amy- 
lopsin are moderately diminished. Sugar tolerance is normal. Basal 
metabolism, minus 2. 


Case 5: F. K. Percentage hearing loss, Aug. 23, 1929. 





64 128 256 Sl2 1024 2048 4096 8192 
PITCH Cc c c ry c c* a6" 
Right Left Normal 
256 D.V. Air 11 seconds 16 seconds 22 seconds 
256 D.V. Bone 14 seconds 12 seconds 15 seconds 


The result of the examination of the urine, blood and pancreatic 
digestion is negative. The patient has constant right-sided unilateral 
headache, partial facial paralysis on the right side, and it is possible 
that this patient has an intracranial tumor. 
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Case 6: L. M. Percentage loss of hearing, Oct. 25, 1929. 
-1 
10 
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S4 «128 «55S «512 1074 2048 4096 Bloz 

PITCH c c c o* c c °° ec 
Right Left Normal 
256 D.V. Air 22 seconds 24 seconds 22 seconds 
256 D.V. Bone 12 seconds 10 seconds 15 seconds 


Tryptic activity of duodenal contents definitely lowered. Amylo- 
lytic activity lower than the average control figures. K. K. in oto- 
sclerosis group is mother of this patient. 


Case 7: G.S. Percentage loss of hearing, Oct. 25, 1929. 





AVERAGE _ 
RIGHT 2144 
LEFT 56/ 
100 
64 128 886 $12 1024 Z04e 4096 8192 
FITCH Cc c cl Pa c= c4# °° 6 
Right Left Normal 
256 D.V. Air 21 seconds 9 seconds 22 seconds 
256 D.V. Bone 6 seconds 9 seconds 15 seconds 


The digestion figures for trypsin and amylopsin are definitely 
lowered. 
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Case 8: H. T. Percentage loss of hearing, Oct. 9, 1929. 
-20 
-10 
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100 
64 128 256 512 1024 2048 40¥6 Bl9z 
PITCH c Pe o” a of c of 
Right Left Normal 
256 D.V. Air 11 seconds 13 seconds 22 seconds 
256 D.V. Bone 7% seconds Y seconds 15 seconds 


Digestive activity of all three pancreatic ferments definitely 
lowered. 


Case 9: M. J. G. Percentage loss of hearing, April 5, 1929. 





aVERAGE 
RIGHT /0/A% 
LEFT /3 %& 
4 ed 256 £lzé 1054 2048 4096 ci22 
a 
| PITCH re} c co o c~ o* °° Ph 
Right Left Normal 
| 256 D.V. Air 21 seconds 22 seconds 22 seconds 
256 D.V. Bone 11 seconds 11 seconds 15 seconds 


Diet and pancreatic extract prescribed. 
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se ARM RS 


M, J. G., Aug. 13, 1929. 


-20 


70 WataGs 
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4 
FITCH Cc c P a °° 4 


The average improvement was 234 per cent on the right, and 534 
on the left. Audiograms were made by Dr. Ralph Almour. 


Case 10: H. N. Percentage loss of hearing, June 21, 1929. 





C@ 18 256 -2 1024 2.048 4096 8192 
4 e 
PITCH Cc hc aA & oF of 5 oF 
Right Left Normal 
256 D.V. Air 18 seconds 13 seconds 22 seconds 
256 D.V. Bone 11 seconds 7 seconds 15 seconds 


Diet and pancreatic extract prescribed. 
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H. N. Percentage loss of hearing, Sept. 6, 1929. 
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he average improvement was 45¢ per cent on both sides. 


Case 11: A. P. The reduction in the hearing in this case is mostly 
in the high notes. Her bone conduction is reduced. The digestive 
figures are low, especially for amylopsin. In addition, she has 140 


mgms. of sugar in her blood. 


Case 12: A. V. Case of pancreatic disease. Oct. 14, 1927: Con- 
versation, right, 40 feet; left, 21 feet. May 10, 1929: Conversation, 
right, 12% feet; left, 614 feet. This was a sudden drop in hearing, 
accompanied by the findings as shown in Chart 3. Diet and pan- 
creatic extract prescribed. Aug. 7, 1929: Right, 40 feet; left, 16 
feet. Treatment discontinued. Sept. 1, 1929: Right, 15 feet; left, 
2 feet. Treatment resumed. Oct. 28, 1929: Right, 25 feet; left, 


5 feet. 


Of the 21 patients presented here, 20 had their duodenal contents 
examined quantitatively for enzyme action. Six of these had what 
may be considered average normal digestive figures. This group 
consists of one case that ordinarily would be diagnosed as otosclero- 

| sis, one of probable brain tumor, one in which no contributory 
| factor was found, and three that have gall bladder disease. The 
balance of 14 cases show definite lowering of the digestive capacity 
in one or more of the pancreatic ferments. This consistent finding 


| suggests the possibility that the defect in pancreatic digestion may 
stand in causal relation to the deterioration in hearing. Five of the 


cases gave blood sugar figures higher than the average normal fig- 
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ures, and two of the cases had sugar in their urine. It is a well 


known fact that deafness is the rule, rather than the exception, in 
diabetes. 


Regarding the result of treatment with pancreatic extract, al- 
though the majority of the cases treated here show improvement, 
one must look upon such favorable results with a great deal of 
scepticism. This would apply particularly to the cases of so-called 
otosclerosis. As you well know, these cases have a very definite 
variability in hearing from time to time. Any improvement based 
upon observations over such short periods of time as shown here 
should not be considered conclusive. 


Only four of the 12 cases of nerve deafness were treated. They 
all show definite improvement after the exhibition of pancreatic 
extract. When the pancreatic extract was discontinued, the hearing 
capacity diminished and when the treatment was resumed, the hear- 
ing again became better. 

Of the five cases that had high blood sugar values or had sugar 
in their urine, four showed marked improvement after treatment. 

REFERENCE. 


1. Jour. Biol. Chem., p. 289, Vol. 28, 1916-1917. 


2 West 87th Street. 




















OTITIC PYEMIA WITHOUT SINUS THROMBOSIS. 

REPORT OF AN UNUSUAL CASE. 
Dr. E. M. StypEtt, Wichita. Kan. 
The object of this report is to add to the gradually increasing num- 
ber of case reports dealing with otitic pyemia without sinus throm- 
bosis, in order to again assist in calling attention to this pathological 
entity. I am in hopes that in time it may receive the recognition 
from otologists which it rightly deserves. 

I will not attempt to review the literature in this paper. 

The patient, P. L., a boy of 9 years, white, American, was ad- 
mitted to the hospital on April 8, 1929. He had been referred to 
me by his family physician on account of a painful swelling over 
the lower end of the left fibula, associated with a discharging ear. 

Present Illness: ‘The present illness began about one month before 
his admission, starting with pain in the right ear. This pain con- 
tinued for several days. The drum ruptured spontaneously. There 
was very little discharge, and it continued only for a few days. 
Three weeks later, he again developed pain and a discharge from 
the same ear. About 12 hours before his admission, the patient 
developed a chill, which was followed by a high temperature and 
pain over the lower end of his left fibula. 

Physical Examination: General: The patient was a white, male 
child, moderately well nourished. Chest: Heart and lungs nega- 
tive. Abdomen: Negative. Reflexes: Negative. Neck: Some 
glandular swelling and a slight stiffness of the neck. Extremities: 
Painful swelling over the lower end of the left fibula. Slightly red. 
Nose and Throat: Slight injection of the mucous membrane. Ears: 
Left drum normal. There was a small perforation in the right drum, 
which seemed inadequate for drainage. Some tenderness and edema 
over tip of right mastoid. Urine was negative. Temperature on 
admission was 101° F. His white blood count was 11,300. H.B., 56. 

The report on an X-ray of his mastoids was as follows: Mastoid 
areas are large, of rather small celled type. Both appear cloudy, the 
left mastoid even more so than the right. 

The right drum was incised and heat was applied to the foot. 
His temperature, which rose to 104° at 7 a. m., dropped to 99.6° 
by evening. The following day it reached 105.4° as its high point. 
During the night, he developed another chill. A consultation was 
held with an orthopedist and a pediatrician and it was decided to 
open the swelling over the lower end of the fibula. This contained 





Editor’s Note:—This ms. received in Laryngoscope Office and accepted for 
publication Oct. 16, 1929. 
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considerable pus. The postoperative diagnosis was periostitis, lower 
one-half of the left fibula. A culture from this secretion showed a 
hemolytic staphylococcus (aureus). A blood culture taken at this 
time also contained the same organism, the plate being virtually 
riddled with colonies. 

The result of a blood count taken at this time was as follows: 
W.B.C., 11,200; N., 75; S.M., 7; L.M., 3; T., 15. 

The patient had another slight chill on April 10. 


A mastoid operation had been advised, but due to presence of a 
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hemolytic staphylococcus, a very guarded prognosis had been made 
to the parents, who refused to consent to the operation. On April 11, 
permission to perform the mastoid operation was obtained. 
Operative Findings: The operation disclosed cells filled with 
mucopurulent material and granulation tissue. The lateral sinus 
was found exposed in the region of the knee and was covered with 
a thin layer of fibrinous exudate. The bone covering the sinus 
above and below the knee was removed. The sinus was opened in 


the area covered by the exudate. Free bleeding occurred, and no 
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clot was found. Another incision was made through the sinus wall 
lower down with the same results. 

The patient had another slight chill on the night following the 
operation, and another very slight one on the following day. On the 
day following his operation, his red count was 3,730,000 and his 
hemoglobin was 56 per cent. 

On the morning of April 13, he began to complain of pain in the 
region of the right hip joint, which increased in severity, and the 


area over the joint became red and swollen. On April 15, his white 
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count was 16,000; N., 75 per cent; S.M., 6 per cent; L.M., 5 per 
cent; T., 19 per cent. On April 16, a posterior incision was made 
in the region of his right hip joint. The subcutaneous tissue and 
muscles were very dark in color, and a small amount of serum and 
pus was found. 

On April 17, another blood culture was taken. The agar plates 
were sterile and only a few staphylococci were found in the broth. 
W.B.C., 16,800; N., 70; S.M., 6; L.M., 5; T., 16; H.B., 52. 

Following the drainage of his hip infection, no other meiastatic 
involvements or complications took place, and the subsequent con- 
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valescence was uneventful. On April 25, his W.B.C. was 26,900; 
N., 76; S.M., 13; L.M., 5; T., 6: H.B;, 53. 
SUMMARY AND CONCLUSIONS. 

I. This patient’s mastoid involvement no doubt began with his 
first ear symptoms. 

2. In this case it seems very unlikely that even a parietal thrombus 
could have existed. 

3. The metastases did not come from the lateral sinus, but from 
the smaller thrombosed veins of the temporal bone. Korner first 








Dr.—= (a 
aa 
Nan tL Address Case No. 
4~ a2-aq | Y-as-ay Y-ay-ag 
xy XVI vir 
A.M. | PM. | AM. [PM mM. [Pom [AM | Ps AM 1PM 
a. he oI 








SPLICE WIL ON Ch 













































































L i 





pointed out that in these cases lung emboli are infrequent. The 
emboli usually lodge where the circulation is slow, in joints, serous 
cavities, muscles, etc. 

4. Recovery in a case of staphylococcic pyemia is unusual. 

5. It should be kept in mind that otogenous pyemia may be pres- 
ent without sinus thrombosis. 
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ETIOLOGIC FACTORS IN SINUS INFLAMMATIONS.* 
Dr. Eucene R. Lewis, Los Angeles. 

At the outset of this talk, I am impelled to quote a remark of a 
recent speaker before a university club gathering. His subject was, 
“Some Dangers of Modern Higher Education”, and the statement 
I refer to was as follows: “No modern institution of higher educa- 
tion can look with complete satisfaction upon a graduate who does 
not manifest certain tendencies to modify or upset things as they 
are today”. This is another way of saying that “eternal dissatisfac- 
tion is the price of progress”. In discussing things as they are 
today, one must steer between the Scylla of complacent stagnation 
and the Charybdis of destructive comment. 

In considering any problem of scientific nature, it is imperative 
to keep in mind simple, straightforward general principles. General 
principles in medicine are somewhat difficult to keep in mind, by 
reason of the changeable nature of living elements, in contrast with 
the inert elements of such studies as metallurgy or geology. In these 
fields of science, as in medicine, important roles are played by 
chemistry, physics and morphology, but with the great difference 
that the units of matter, as subjects for study and investigation, 
are accessible and’ unchanging; whereas, in medical science their 
investigation in the living state is practically impossible. Scientific 
medical studies must perforce accept at the outset the great handi- 
cap of all the differences between the living and the dead states. 
The crystal is consistently itself; the living cell is changeable and 
inaccessible ; the dead cell is a vestige. As an avenue of approach 
to the consideration of medical problems, however, in spite of all 
handicaps, it seems unavoidable to begin with the cell. 

A typical cell, the ultimate subdivision of the organism, comprises : 
pericellular membrane, protoplasm, nuclear membrane, nucleus ; each 
is surrounded by fluid. Only casual observation is required to note 
the similarity emphasized by Crile’ and others between a body cell 
and an electric battery cell. Both have electrolytes, permeable cell 
walls, positive elements and negative elements; under ordinary con- 
ditions both are sources of energy; discharge of cellular energy 
results in fall of cellular potential; re-energization of cells occurs 
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during rest with restoration of potential ; ultimately both “run down”, 
becoming “dead cells”, generating no more energy. The electrolytic 
pericellular fluid is the only avenue of access to the body cell; all 
matter reaches the cell, all waste leaves the cell, through this peri- 
cellular fluid. 


Metabolism is not a simple process; nutrition and excretion occur 
in accordance with biochemical and biophysical mandates, many of 
which are not understood. The cell has an uncanny ability to ap- 
propriate to itself from its fluid environment what it needs, when 
it needs it. Vitamins, hormones, enzymes, lysins, agglutinins, bac- 
terins and other more or less vague substances are taking shape in 
our scheme of things and are beginning to shed additional light on 
cellular phenomena. Various groups of cells evolve, each subserv- 
ing special function; each special-function group of cells depends 
upon every other special-function group of cells for essentials to its 
own operations. Each group is predestined to mature in more or 
less definite sequence, according to anatomic and physiologic stock 
patterns; no group of individual cells is sufficient unto itself, but 
each is dependent upon the others, each supplementary, each indis- 
pensable to the others. The sum total of all cell-group functions 
spells the physiologic efficiency of the individual. 

Regression of certain essential structures, such as the thymus, the 
maturing of others, as the thyroid and gonads, at predestined stages, 
the timely and proportionate termination of skeletal growth, and 
all the myriad of glandular, nervous, endocrine and psychic phenom- 
ena which we accept unnoted as “just normal”—these are some of 
the results of interaction of cell energies and activities upon one 
another. A single cell-group departing from normal developmental 
sequence may bring about such maldevelopments as precocity, cretin- 
ism and albinism; or, some of the less tangible, tone deafness, color 
blindness or various neuropathies. 


Developmental disturbance is manifested by departures from, or 
perversions of, normal cell-destinies ; in some individuals, “Anlagen’”’, 
the precursors of diploic or pneumatic bone, suffer some alterations 
or normal evolutional destinies during the formative period, with 
the result that dense cortical bone develops instead of normal can- 
cellous or pneumatic bone; or spongy embryonic bone instead of cor- 
tical and cancellous bone. Such developmental perversions lead to 
gross and microscopic abnormalities of the labyrinth capsule. They 
are not inflammatory and are analogous to those seen in acute yel- 
low atrophy of the liver, von Recklinghausen’s disease and in pig- 


mentary degeneration of the retina. The individual with subnormal 
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pneumatization of upper respiratory structures—nasal sinuses and 
mastoid cells—is very poorly equipped, both physically and physio- 
logically, to negotiate the respiratory difficulties of life. The physi- 
cal handicap lies in lack of the requisite pneumatic buffers, reso- 
nators, emergency expansion and torsion spaces, lending to that part 
of the cranium, lightness, resiliency and elasticity, The physiologic 
handicap lies in lack of adequate secretory, excretory and absorp- 
tion areas to meet emergencies and peak-load service demands. The 
importance of sufficient sinus space and mucous membrane may be 
realized when one contemplates this front line of activity during 
acute inflammatory reaction. Local respiratory function is sub- 
served exclusively by these highly specialized epithelial structures. 
Given sufficient pneumatic spaces, lined with normal mucosa and 
its full complement of glandular, vascular and lymphatic equipment, 
and provision for emergency fluid-content increase without undue 
crowding, it is possible for tremendously effective tissue-reaction to 
take place with minimum impairment of function or tissue destruc- 
tion. 

Rapid and efficient removal of noxious infectious and inflamma- 
tory products to distant disposal structures, via the efferent vascu- 
lar ways, affords advantageous opportunity for full reactive co-oper- 
ation of the general protective mechanisms of resistance, immuniza- 
tion and excretion. When this embryologic scenery is set up to the 
disadvantage of the individual, those etiologic factors of respiratory 
troubles encountered in adult life date back to developmental defects 
of cranial bone spaces. 

In the second instance, ‘“‘spongification” of the labyrinth capsule 
interferes with the motility of the stapes footplate, or presses upon 
the eighth nerve, causing atrophy. In this category are included 
otosclerosis, osteogenesis imperfecta, osteomalacia and osteodystro- 
phia fibrosa. Investigations of these conditions have shown disturb- 
ances of calcium, phosphorous and other ion concentrations ; addi- 
tional important studies are under way through the researches of 
the Hooper Foundation’, the American Otologic Foundation and else- 
where. 

Another very striking category of departures from normal is the 
allergic. No abnormal cellular evolution is seen in this group, but 
rather a peculiar type of tissue-reactivity to ordinarily innocuous 
agents. Allergies take widely differing forms, one generation may 
manifest skin reactions, such as eczema or urticaria; another genera- 
tion, conjunctival and nasal irritability ; a third generation, bronchial 


asthma. In acute lesions of each of these, excessive transudation 
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and hydrops—lacrimation, rhinorrhea or local edema—are character- 
istic local manifestations of tissue-sensitivity. Allergic studies have 
done much to illuminate some of the particularly dark passages of 
upper respiratory ills. Hives, wheals, urticarial lesions and angio- 
neurotic edemas appear in cértain people unaccompanied by other 
evident abnormalities, run their course and disappear, untreated and 
unwept. In others, there is a significant succession, usually beginning 
with nasal and conjunctival irritations or eczema; there may ensue in 
one individual, asthma, sinusitis, arthritis, arteriosclerosis and hy- 
pertension; in another, mucous colitis, neurosis or psychosis, and 
hypotension. 

We are accustomed to think of allergic manifestations as limited 
to conjunctival, nasal, bronchial and skin areas. It seems, however, 
that the gastrointestinal, Eustachian and tympanomastoid areas also 
are the sites of allergic manifestations; also the nervous system. 
Many cases of acute otitis media, so-called “neuritis” or “neuralgia”, 
migraine and gastroenteritis partake of the nature of allergic re- 
actions. ‘Tendencies to allergic tissue-reactions are inherited accord- 
ing to Mendel’s law. Again, the scenery is set to the disadvantage 
of the individual as a still earlier etiologic factor in upper respira- 
tory troubles met with in adult life. How far allergy takes part in 
infectious inflammations is not yet clear, but there are many indica- 
tions that allergy is part of the picture presented by certain recur- 
ring acute upper respiratory inflammations. Just as friction, con- 
tacting the fulminant tip of a match, sets off inflammatory chemical 
reaction in the match-head sufficient to start the wood burning, so 
allergen, contacting epithelium of an allergic, sets off reactive tissue 
irritations, which may reach the intensity of inflammation; this in- 
flammation may become infectious inflammation, if pathogenic or- 
ganisms happen to be present. 

The importance of dietary influences upon tissue reactions has 
been shown by many investigators. The work of Evvard, Shurly® 
and other observers has demonstrated the possibility of developing 
in certain individuals of animal litters paranasal sinusitis, hyperplas- 
tic ethmoiditis and sphenoiditis with edematous and polypoid de- 


generations, simply by deprivation of sunlight or of certain vita- 
mins; and they demonstrated further the ability of these tissues to 
return to normal under the influence of sunlight and vitamins. 
Hemorrhagic and degenerative lesions of the periosteomucosa have 
long been known to occur as a result of deprivation of fresh vege- 
tables, and to disappear under the influence of fresh fruit juices, 
notably citrus fruits. Dietary influences upon the upper respiratory 
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tissues are important etiologic factors in inflammatory sinus con- 
ditions. 

Under modern conditions of living, one must recognize in early 
childhood a period of several years as the time of the average child’s 
beginning world contacts with foods, with environments, with in- 
digenous infections. Not every child manifests reactions to unprece- 
dented environmental contacts, either in the same way or at the 
same age; among these adaptations, immunity acquisitions include 
the so-called “infectious diseases of childhood”—but a list of the 
exanthemata by no means completes the infectious catalog. A large 
part of the first decade is ordinarily included in this period of im- 
munizing contacts, and practically all normal children undergo with 
more or less impunity these natural immunizations. Upon his ac- 
ceptance of some such fundamental conception of a period of what 
might be designated as “normal illnesses’”’ must depend the attitude 
of the physician respecting diagnosis and treatment. Many children 
undergoing natural contacts with tuberculosis, streptococcus, staphy- 
lococcus, pneumococcus and other widespread strains of infectious 
organisms manifest slight or indefinite symptoms, included among 
the “febriculae” ; others manifest symptoms referable to respiratory, 
digestive and urinary tracts; many fall into the category of “adenoid 
and tonsil troubles”, with or without lymph-node affections. Dur- 
ing these constructive episodes of more or less critical nature, trau- 
mata are sometimes poorly borne and affections of apparently un- 
related and remote tissues are encountered—such as pyelitis, teno- 
synovitis, myositis, chorea, endocarditis, aprosexia, acneiform skin 
and scalp lesions and various transitory dysendocrinias. Usually, 
these adaptation reactions are destined to more or less successful 
termination by the earlier years of the second decade. 

Before the age of maturity, the individual has demonstrated with 
what success his own adaptations have proven able to meet the dif- 


‘ 


ficulties encountered, and his own “norm” can be fairly determined. 
These fundamentals of human natural history, considered in con- 
junction with individual history, and physical examination, will crys- 
talize diagnoses and decisions as to what should be attempted when 
confronting an individual problem ; and logical therapeutic measures 
to meet rational indications will naturally suggest themselves. Ex- 
cept in rare instances, the value of bacteriologic and X-ray findings 
in the commoner upper respiratory inflammations is confined to 
confirming details of the physical examination, and they should not 
be exalted to the role of indications for surgery. For example, 
nothing could be farther from the point than to construe extensive 
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pneumatization revealed by X-ray as emphasizing other indications 
for exenteration. Successful local reactions are usually directly— 
not inversely—proportionate to extent of pneumatization, other re- 
sistance factors being equal. 

Conditions originating in “‘physiologic infectious illnesses of child- 
hood”, and the outcome of individual encounters with them, thus 
take their places among the etiologic factors in the upper respiratory 
infectious inflammations encountered later in adult life. 

To the absence of sufficient halogen salts in certain countries has 
been attributed an extraordinary incidence of goitre; giving the 
children of those localities amounts of iodid salts three or four times 
yearly has shown marked reduction in the incidence of certain types 
of goitre. Disturbance of endocrine balance is a factor in some 
of the upper respiratory inflammatory conditions of adult life. 

The rhinologist is particularly interested in the physics concerned 
with nasal sinus physiology. Gravity plays no part in normal opera- 
tion of the sinuses. Yates* studied the behavior of lamp-black and 
carmine solutions in tracing the natural routes from these areas. 
He observed that by the action of the cilia the secretion within a 
sinus is rolled over and over, enveloping foreign particles en route to 
the normal opening of the sinus. Phillips’ also studied this subject, 
using finely-powdered India ink, which he observed to be moved out 
through the normal opening into the nasal chamber, reaching the 
orifice in a maximum of 45 minutes. Within the sinus, the mucosa 
has a very delicate basement membrane and contains very few glands, 
whereas at the nasal end of the natural openings, glands are more 
plentiful. As the contents are extruded from the sinus they come 
into immediate contact with mucosa having cribriform basement 
membrane, the stomata opening into the submucosal lymph lacunae, 
whose efferent tracts lead directly back and down the great lateral 
lymphatics of the pharynx. Carmine solutions emerging from the 
sinuses take the backward and downward direction, -following a 
definite track to reach the hypopharynx. Tn cases where bone wax 
was used to plug the normal opening for three days, there was evi- 
dent no absorption of India ink: on removing the plug, the inky 
secretion then proceeded outward from the sinus in the manner 
previously observed and disappeared at the former rate of speed. 
As to the subsequent course of the particles-af lamp black, India 
ink and carmine after ciliary action has removed them from the sur- 
face of a nasal sinus, Hendelsohn and Goodale® observed that these 
particles of inert matter make their way between the cells of the 
mucosa, reaching the deeper tissues rapidly. and are thence dis- 
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seminated by lymph streams. Wright’ verified these observations, 
and noted also that intact epithelium permits the ready passage of 
inert particles but, under ordinary conditions of health, does not 
permit passage of living particles. such as germs, He examined 
mucosa from coal regions, which showed coal dust passing the 
mucus barriers readily, just as did carmine granules in the experi- 
ments of Hendelsohn. From these observations, and the findings 
that micro-organisms readily pass these same epithelial barriers in 
disease, he deduced that “there must be something beyond mechani- 
cal obstruction, which, under ordinary conditions of health, keeps 
the tissue beneath the epithelium free of the bacterial life outside 
the epithelial cells’, In the work of Mudd* there is much evidence 
to support the following statement: “The shock of an injury, upset 
of neurovascular balance by profuse hemorrhage, even lesser physi- 
cal or psychic trauma, increased hydrogen ion concentration or shock 
of cold to the surface, may disturb conditions sufficiently to open 


portals, otherwise closed, to infection.” 


Wilson’ pointed out that the movements of small particles of 
inert matter upon liquid surfaces represent mass adjustments to 
surface tension. Much physiologic speculation and thought has 
been deyoted to the phenomenon of the stilling of this “Brownian 
motion” by spraying the surface of contact with a nebula of oil, or 
by a film of soap bubble. The change is of the nature of the result 
of “oil upon troubled waters”. The occurrence of neutral fats, 
lipoids and soaps in and upon body cells is commonly observed and 
Wright has made the pregnant suggestion that “a minute coating on 
an epithelial cell of a lipoproteid of proper surface tension suffices 
to repel a bacterium; one with a bad index allows bacteria to pass”. 
It is not difficult, nor is it inconsistent with certain known facts, to 
conceive systemic biochemical changes of cellular surface tension 
initiating a series of biophysical changes which bring about natural 
infectious tissues-invasion along the lines indicated by these sugges- 
tions culled from the work of Hendelsohn, Mudd, Wright*® and 
Wilson. 


Given an etiologic shock, either toxic, traumatic, thermal, emo- 
tional or mixed, nerve-impulses disseminated via the sympathetic dis- 
tribution start glandular, vascular and electrolytic changes through- 
out the organism, characterized by altered secretions, altered local and 
general vascular balance and pressure, altered hydrogen ion concen- 
tration upsetting the alkalin reserve and superinducing local and gen- 
eral acidosis, alterations of inter and intracellular neutral fats with 
resulting changes of surface tension. Such a train of changes up- 
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sets tissue-quiescence, altering relations between tissues and organ- 
isms, precipitating bacterial invasions, which still further alter ab- 
normal tissue conditions and reactions. "These changes are mani- 
fested clinically by acute inflammations, such as rhinitis, bronchitis, 
gastroenteritis, pyelocystitis. How often does one hear the term, 
“caught cold in the bowels”, or “in the kidneys”, and how meaning- 
less have such expressions been! On the conception of a mechanism 
of etiology such as this, one can understand how chilling of the 
ankles might set up a pyelocystitis, enteritis, or inflammation of the 
antrum, the severity or mildness of which would depend upon the 
virulence or attenuation of the organisms present at the moment. 
The relatively greater inherent strength and tolerant qualities of 
certain tissues as compared with others may play a part in deter- 
mining these individual tissue-reactions, as must the circumstances 
ot the particular bacteria present—witness the designation of. cer- 
tain strains of streptococci, as “nonpyogenic”, of others as “pyo- 
genic’. In this composite event— or series of events—must be in- 
cluded factors whose very numbers and variety are so indefinite as 
to have prompted Wright’s descriptive phrase, “that concatenation 
of circumstances which constitutes the practical etiology of Nature”. 

In view of the nature and multiplicity of etiologic factors in- 
volved in inflammatory tissue-reactions, it seems that the crux of 
most problems of acute infectious inflammation is not so much the 
actual invasion by bacteria, but rather certain tissue-conditions un- 
derlying and precipitating the invasion. 

Civilized existence includes a practically universal infestation with 
pathogenic organisms; many of these are in more or less constant 
contact with potential victims, who carry their bacterial “stowaways” 
with impunity most of the time. Certain organisms say be capable 
of setting up infectious inflammatory reactions by mere contact 
alone, regardless of the condition of susceptibility or resistance of 
the individual at the time; this is not stated as an established fact, 
but simply as possibility—that certain disease-producers are endowed 
with unusual capacity for infectious insult, sufficiently effective to 
get by the physical and physiologic defenses of tissues, despite con- 
ditions of full normal health and well-being. Be that as it may, it 


is certain that such supereffective attack is characteristic of very 
few organisms. ‘Typhoid, diphtheria, tubercle, staphylococci, pneu- 
monococci, ordinary streptococci, spirilla and numerous other bac- 
teria live, eat, sleep, work and play with human beings over long 
periods without interrupting the course of continuous good health. 
Only when something additional turns the scale in an individual is 
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the state of equilibrium upset between tissues and bacteria, precipi- 
tating infectious inflammatory reaction. This “something additional”, 
be it fatigue, trauma, emotion, exposure, intoxication or any com- 
bination of these or other influences, attains for the time being the 
dignity and importance of a determining factor and, as such, comes 
into the front rank of etiology. In this front rank it finds itself 
shoulder to shoulder with other etiologic factors of upper respira- 
tory infectious inflammations. Some of these have been alluded to. 
This discussion is offered in the hope that it may be of help in 
negotiating the difficulties presented by these cases. 

Summing up: Living involves successive adaptations to environ- 
mental adversities—nutritional, traumatic, infectious, toxic or mixed; 
successful adaptations depend upon adequate tissue-reactions, vary- 
ing from infinitesimal irritative response up to intense inflamma- 
tion; unbroken health depends upon continuous success in adapta- 
tions; interruption of continuous success in adaptations is signal- 
ized by tissue-reactions of inflammatory nature. There are many 
factors entering into the incident of ordinary acute tissue-reaction ; 
many of immediate importance are seemingly remote; the product 
of all factors determines the trend of individual adaptability; the 
average trend is recognizable as the predisposition of species, family 
or individual to susceptibility or immunity; the virulence of patho- 
genetic agencies present at the moment also enters into the deter- 
mination of the outcome of a reaction; the circumstance of contact 
between bacteria and tissue, per se, is by no means the main etio- 
logic factor. Inflammation is essentially a beneficent process where- 
by the body-mechanisms of adaptation, immunity and survival are 
brought to bear upon adverse conditions. 
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CHRONIC FRONTAL SINUSITIS, WITH 
ACUTE EXACERBATION.* 


Dr. ARTHUR PALMER, New York. 


The following case is of interest, in that it presents a number of 
the problems of frontal sinus infection. 

The patient is a woman, age 41 yéars, unmarried. She entered 
the Cornell Clinic Jan. 28, 1929, complaining of pain over the right 
eye, at intervals, for a period of six months, partial loss of vision, 
and impairment of hearing. The physical examination showed the 
presence of a paralytic ptosis of the right upper eyelid and a rounded, 
smooth, semisolid fluctuating mass over the floor of the frontal sinus 
extending downward and outward. The nasal mucosa was atrophic 
and there was an excessive purulent discharge in the right ethmoid 
region. The right middle turbinate was polypoid and hypertrophied 
and the upper part of the nasal septum was deviated to the right. 
The patient’s vision was 20/20 in both eyes, corrected to 20/30 in 
the right, and to 20/20 in the left. The fundus, pupils, fields and 
tension were normal. X-ray of the sinuses on Jan. 21 showed a 
clouding of the frontal sinuses. The antra were poorly developed. 
There was a thickening of the skull bones. 

It was thought at this time that there might be an extension of 
suppuration from the ethmoid and frontal sinuses into the orbit, 
but inasmuch as the patient seemed to be draining well, intranasally, 
it was considered wise to treat the case conservatively. Subsequent 
events seemed to show that this course was an error in judgment, for 
several months later, as we shall see, the patient required urgent 
operation. However, for a time the case fared well under conserva- 
tive measures. She returned to the clinic for nasal suction and irri- 
gations for several days and appeared to improve. She was then 
seen once a week in the clinic for about two months and at less 
frequent intervals for another month. During this time the dis- 
charge decreased considerably and the swelling in the region of the 
orbit became hardly noticeable. 

On April 22 the patient had a recurrence of symptoms, with a 
marked discharge, which continued for two weeks without any 
added external signs. ‘The X-ray on May 9 seemed to show some 
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evidence of slight intracranial pressure. The sinus X-rays taken 
at this time were originally interpreted as showing no definite evi- 
dence of infectious involvement. Six days later, however, the 
patient returned with a marked spreading edema and redness of the 
right eyelids and some edema of the left. She was unable to open 
the right eye because of this marked edema. There was a definite 
fluctuating mass present in the region of the floor of the right fron- 
tal sinus and the upper margin of the orbit. It was considered 
advisable to perform a radical frontal operation immediately. This 
was done the same day under general anesthesia, a curved incision 
being made through the eyebrow, extending downward along the 
right nasal border to a point about opposite the lower limit of the 
right nasal bone. The anterior plate of the frontal sinus and the 
floor were removed, leaving the outer two-thirds of the supraorbital 
ridge intact for support. The upper part of the nasal process of 


the right superior maxilla was removed and the ethmoid cells on the 


right side exenterated. All diseased membrane was carefully re- 
moved. Gauze packing was inserted through the nose up into the 
sinuses after free communication had been established. A rubber 
lrain was placed in the inner angle of the external incision. The 
skin was sewed with silk. 

Pathological Findings: Empyema of the right frontal sinus and 
right ethmoid sinus with marked thickening of mucous membrane; 
the right frontal sinus extended well to the left of the median line; 
there was a perforation through the floor of the sinus into the right 
orbital cavity which contained free pus; the ethmoid cells were 
partially destroyed and pus and necrotic tissue were present. 

The patient was discharged from the hospital one week after oper- 
ation, improved. The packing was removed at the end of 48 hours 
and the stitches were removed at the end of the eighth day. There 
was some discharge from the external wound at intervals, until 
June 26. The patient’s progress was uneventful until Aug. 5, when 
there was some recurrence of pain-and swelling about the right eye. 
The discharge in the nose increased for several days but these symp- 
toms gradually subsided in about one week. 

The second reinfection occurred on Oct. 11 with a recurrence of 
swelling and edema of the eyelids. There was spontaneous rupture 
at the inner angle of the external wound with discharge of consid- 
erable thick pus. At this time there seemed to be no drainage into 
the nares because of the presence of granulations and fibrous tissue 
in the upper part. Drainage was established by removel of this 
tissue under local anesthesia. 
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At the present time the patient has regained function of the upper 
lid. The eye symptoms have cleared up considerably and there is 
a small discharging fistula at the lower end of the wound. 

Comment: In consideration of this case the following questions 
arise: 

r. Would it not have been advisable to operate when the patient 
first came to the clinic? 

2. To what degree should we be guided by X-ray findings? 

3. How may we avoid recurrence of infection following operation? 

A discussion of these questions should be of value. 


Cornell Univ. Med. College. 





THE REPORT OF A CASE OF PEMPHIGUS INVOLVING 
THE MOUTH, TONGUE, PALATE AND LARYNX. 
Dr. H. M. CuNNINGHAM, Vancouver, B. C. 

Mrs. D., age 45 years, came to me, Jan. 11, 1922, complaining of 
recurring ulcers in her mouth and on her tongue, also considerable 
dyspnea. She thought the duration to be about five years. She 
told me that blisters would form in her mouth, which soon broke, 
leaving a sensitive, burning ulcer, which would remain unhealed for 
several weeks. 

Her health had been good until this came on. She had never had 
any skin disease, and died without any evidence of pemphigus of 
the skin. Her condition was most pitiable. The outstanding fea- 
ture of this case seemed to be the contraction of the mucosa wher- 
ever it had been involved. Her tongue was reduced to about half 
the normal size, and was so bound down that she could not project 
the tip beyond her teeth. The palate was in the same condition, a 
mere vestige of the uvula remained, and the opening into the naso- 
pharynx was reduced to one-fourth of its natural size. I was un- 
able to see her larynx with the mirror. Her voice was weak, but 
fairly clear. There was an excessive flow of saliva, with drooling 
because of the difficulty in swallowing. 

The next day I had a perfect view of the larynx and lower 
pharynx, under suspension. The whole larynx was reduced to about 
the size of that of a new-born babe. All the structures seemed equal- 
ly involved. The epiglottis was shrunken to a small stump. The 
movements of the arytenoids were limited, but still present. Her 
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dyspnea was due to the reduction of the lumen of her glottis. The 
esophagus was not involved, but the general contraction of her lower 
pharynx rendered the entrance small. Two years before, she had 
the same thing in the lower cul de sac of her left eye, which left 
her with symblepharon and entropion. This was relieved by a plastic 
operation, which was uneventful. She never had but this one attack 
in her eye. 

She was anemic, emaciated and weak. Unable to do any house- 
work because of weakness and shortness of breath. Three Wasser- 
mann reports were negative. I gave her Fowler’s solution, on gen- 
eral principles, and belladonna, in hope of decreasing the saliva, but 
it seemed to have no other effect than to cause dryness of her lower 
pharynx. I tried everything that I could think of on the mucous 
patches. Tinct. bezoin comp. gave her slight relief ; nothing else did 
except ce cain. Nothing [ did seemed to hasten the process of healing. 
Her condition became gradually worse, until I was forced to do a 
tracheotomy in July, 1923. The difficulty in swallowing became 
gradually worse, due chiefly to the inability of her tongue. She 
could have been kept alive longer by the use of the stomach tube, 
but I considered this unjustifiable under the circumstances. She died 
of inanition in February, 1924, without any extension down her 
trachea. 

As to the diagnosis, I had never seen a case, but had it described 
by a friend, who had seen a case under Gordon New, at the Mayo 
Clinic. The history and progress of my case was typical, but I was 
not prepared to see so much shrinking of the mucosa. It was not 
rhinoscleroma nor was it xerostoma. The diagnosis was made posi- 
tive so far as I was concerned by my good fortune to see a bulla 
before it had broken; this was the only one I saw during the two 
years that I attended her. The bullae always came in crops and evi- 
dently ruptured soon after, leaving a torn tag of epithelium hanging 
to the edge of a superficial ulcer covered with whitish exudate. I had 
numerous swabs and cultures made, but nothing distinctive was 
found. I regret that no microscopic examination was made of the 
tissues. I had an excellent opportunity when I excised the tissue 
from conjunctiva, but did not think of it, and could have had it 
postmortem if I had realized that little has apparently been done 
along this line. 

To sum up, the features of interest in this case were its chronic- 
ity, the extensive shrinking of the mucosa involved, the periodical 
nature of the attacks, the uninvolvement of the skin, and also of 
the vagina and rectum. 

614 Birks Building. 





TUBERCULOUS PAROTITIS. REPORT OF A CASE. 


Dr. H. M. CUNNINGHAM, Vancouver, B. C. 


Miss J. B., Aet. II, came to me, Oct. 18, 1926, with a large tumor 
of the left parotid gland, which had come on gradually during the 
past five months. There was no pain or tenderness. The mass was 
of doughy consistence. The overlying skin freely movable. It was 
of enormous size, extending forward half way from the ear to the 
angle of the mouth, downward to the ramus of the jaw and back- 
ward behind the lobule of the ear. A thorough physical and labora- 
tory examination was made. Her tonsils were negative. Adenoids 
present. Nose and throat otherwise negative, lymph nodes negative, 
chest negative, Wassermann negative, von Pirquet negative. 

The preoperative diagnosis lay between sarcoma and tuberculosis 
—the former seemed more likely because of the otherwise good con- 
dition and rarity of tuberculosis of the parotid. Embryonal tumor 
was excluded because of the short duration and fairly rapid growth. 

It was decided to attempt excision. When the fascia was reached 
it proved to be firmly adherent to the gland, and presented the appear- 
ance of inflammatory reaction. It soon became evident that the 
total excision could not be done without sacrificing the facial nerve, 
so a wedge of tissue was taken from the gland for microscopical 
diagnosis. ‘The report on a frozen section was mixed tumor. In 
view of the short duration and evidence of inflammation, this seemed 
a probable mistake, so the wound was tentatively closed until a 
proper examination could be made. 

The report was as follows: Section through the small portion of 
tissue shows complete replacement of the glandular elements, a well- 
defined granulation process consisting of fairly numerous tubercle 
formations composed of epithelioid and giant cells, these tubercles 
occasionally undergoing caseation, but not to any marked degree, the 
whole surrounded by rather dense fibrous connective tissue richly 
infiltrated with small round cells. 

Diagnosis: Tuberculous Parotitis. H. H. Pitts. 

The wound was then permanently closed and she was given quartz 
light treatment. In three months the tumor had apparently entirely 
disappeared. ‘There has been no recurrence up to date. 

The outstanding features of this case were the rarity of the condi- 
tion, the futility of depending too much on diagnosis from frozen 
sections, and the remarkable efficacy of the quartz light treatments. 

614 Birks Building. 
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THE LINGUAL TONSIL.* 
Dr. M. VALENTINE MILLER, Philadelphia. 
Comparatively little attention seems to be paid to the lingual tonsil 
even though it is the underlying cause of various complaints. The 
fact is that it exists and the conditions affecting it are passed over 
by most textbooks with a very few lines. In one of the largest 
medical libraries of this city, I was able to find only three references 
to it in the card index. The most complete account I have seen was 
the very excellent paper of Dr. Herman Cohen’s, which was pub- 
lished in THE LARYNGOsCOPE, in September, 1917, a reprint of 
which I saw after I had prepared the first draft of this paper. It 
vas not with the expectation of telling you anything new about the 
lingual tonsil that I wrote this paper, but rather with the hope that 
it would recall it to the minds of any to whom it has become an 
indistinct memory and to emphasize the necessity of making a com- 


every case which comes into the office. 


plete examination of 

Because of the location of the lingual tonsil, its presence and 
ondition cannot usually be determined without the use of a laryn- 
geal mirror. This instrument seems to be very seldom used by the 
average practitioner and consequently many things are overlooked, 
the throat being considered negative so long as the upper parts 
appear normal. Unfortunately, otolaryngologists must occasionally 
be reckoned among this group, as evidenced by a number of cases 
which have come to my office suffering from affections of the lin- 
gual tonsil, which had previously been overlooked by men who 
professed to be specialists. No throat examination is complete 
without thorough examination with the laryngeal mirror. 

The lingual tonsil lies, as its name implies, upon the base of the 
tongue and forms the lower segment of Waldeyer’s ring. It is made 
up «f a variable number of lymphoid nodules. These nodules may 
be small and discrete and no larger than the circumvallate papillae 
below which they lie. On the other hand, they may attain consid- 
erable size and several nodules may lie in close proximity, giving 
the appearance of a single mass. The usual arrangement is to find 
a number of these enlarged nodules grouped on either side of the 
midline of the base of the tongue, with the epiglottis lying in a groove 
between them. Occasionally, however, a case is found where the 


*Read before the Philadelphia Laryngological Society, Nov. 5, 1929. 
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two masses seem to meet in the midline. Laterally, these nodules 
may extend to the wall of the pharynx and appear to be extensions 
of the lower pole of the faucial tonsils; however, a fibrous separa- 
tion is usually found between the two. 

The lingual tonsil is sessile and is separated from the musculature 
of the tongue by a layer of fibrous tissue. Even when quite mark- 
edly hypertrophied, the depth of the lymphoid tissue is not sufficient 
to allow of branching of the crypts, and as a result we find that 
these are simple tubes. Under the microscope, the tissue of the lin- 
gual tonsil differs in no way from the picture presented by the faucial 
tonsil. There is the same stratified squamous epithelium covering 
the surface and extending down into the crypts, the same lymph 
follicles and the same fibrous trabeculae. 

The blood vessels are of importance, particularly the veins, as 
these are part of a venous plexus which lies on the base of the tongue 
and varicosities of which may at times greatly confuse the examiner. 
Occasionally a patient will complain of an unexplained bleeding 
from the throat, and upon examination a bleeding point is found 
in these vessels. The arterial supply is from the external carotid 
through the dorsalis linguae branch of the lingual artery. The 
lymphatic drainage involves the suprahyoid, submaxillary and deep 
cervical glands. The nerve supply is from the ninth, and the supe- 
rior laryngeal branch of the tenth cranial nerves. 

As a rule, the lingual tonsils are of insignificant size in children 
and are brought to the attention of the surgeon only in older patients. 
This is not always true, however, as only recently I had a patient, a 
little girl, age 4 years, with a markedly hypertrophied lingual tonsil 
on the right side of the tongue. ‘The left side showed only small 
discrete nodules. Females are more often bothered than males 

The lingual tonsil may be the site of acute or chronic infections ; 
simple hypertrophy ; hyperkeratosis ; abscesses, producing a lingual 
quinsy ; lues; tuberculosis; leprosy, neoplasms, benign and malig- 
nant ; it may be the site of lodgment of pointed foreign bodies, such 
as fish bones, one case of which I have seen. In this area also there 
may rarely be a cyst formed by occlusion of the foramen cecum, 
and there may be an accessory thyroid. Lingual varix was men- 
tioned above. 

The existence of actite lingual tonsillitis as a clinical entity is no 
more considered by the average practitioner than is the existence of 
acute adenoiditis. Both conditions frequently occur and are almost 
as frequently unrecognized. The reason is that the importance of 


the use of the laryngeal and the postnasal mirrors is not understood 
as it should be. Many patients will complain of sore throat and 
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general aches “just like they had before their tonsils were removed” 
and yet lingual tonsillitis is not suspected. I recall one patient who 
called me to his home and was greatly disgusted because he had a 
worse sore throat than before tonsillectomy, and he was sure that 
his tonsils had reappeared. On examination, I found both tonsillar 
fossae absolutely clear and the upper part of his throat negative, 
except for some general redness. I then examined with a laryngeal 
mirror and found a large lingual tonsil intensely inflamed and show- 
ing many white patches. 

Chronic infection of the lingual tonsil is also more commonly 
present than it is recognized. It is true that, given a certain num- 
ber of faucial tonsils and an equal number of lingual tonsils, the 
incidence of chronic infection in the faucial tonsils will be infinitely 
greater than in the linguals. This is because of the fact that the 
lingual crypts are simple and are shallow and infection does not 
retain lodgment with the same ease. The fact remains, however, 
that chronic infection can and does occur and the lingual tonsil 
should be borne in mind as a possible source of infection, even 
though rare. Two cases will illustrate this: A woman, age 37 years, 
had had her tonsils removed over two years before she came to me, 
and with complete success. For some months before I saw her she 
was troubled by cystitis and also by a tickling sensation in her throat 
Her teeth and sinuses were negative. The lingual tonsil nodules 
were enlarged into two masses, one on either side of the midline. 
There were several crypts, out of which could be pressed caseous 
material. The lingual tonsils were removed, giving immediate relief 
from the tickling sensation. Within some weeks, the cystitis cleared 
up, with no recurrence at the end of two years. Another case was 
that of a woman, age 32 years, who had had a tonsillectomy about 
five years before. For about a year she had complained of “rheu- 
matic” pains. Sinuses and teeth were negative and the faucial ton- 
sils had been removed. The lingual nodules were enlarged in sev- 
eral masses, rather more marked toward the lateral pharyngeal walls. 
Several masses upon pressure exuded caseous material. The masses 
of lymphoid material were removed and within less than two months 
all of her pains had disappeared, with no recurrence at the end of 
18 months. 

The most common condition which calls the attention of the sur- 
geon to the lingual tonsil is enlargement. Being on the base of the 
tongue and projecting directly backward, it impinges upon the pos- 
terior pharyngeal wall and is in contact with the epiglottis. This 
causes a mechanical irritation, which produces a dry, metallic cough. 
These patients will usually complain of a persistent cough, usually 
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nonproductive, and which is aggravated upon lying down. Some 
complain of a fullness in the throat. Practically all of them will 
complain of having swallowed many bottles of cough mixtures with- 
out gaining any relief. Enlargement due to acute inflammatory 
changes may occur in practically any of the acute infections which 
involve the upper respiratory tract. Repeated attacks of tonsillitis ; 
repeated “colds”; continuous irritation of chronic discharge from 
the nose and nasopharynx, continual irritation due to faulty use of 
the voice in those who must use their voices continuously, such as 
preachers, lecturers, singers, etc.; chronic irritation from highly 
seasoned foods, alcohol and tobacco, are among the causes given 
for chronic enlargement. At puberty and during the menstrual period 
there may be a temporary enlargement. In women at the meno- 
pause, the lingual tonsil is also apt to become troublesome. 
Enlargement of the lingual may also be more apparent than real 
and dependent upon the emotional state of the patient. It has been 
pointed out that, in certain individuals, there is an engorgement of 
the venous plexus at the base 


f the tongue when under emotional 
stress. This engorgement causes the overlying tissues to protrude 
and gives a sensation of there being a lump in the throat. This is 
one of the explanations of globus hystericus. 

Hypertrophy of the lingual tonsil occurs in a not infrequent num- 
ber of cases after the faucial tonsils have been removed. When 
doing a tonsillectomy it is always well to carefully examine the base 
of the tongue for enlarged lingual nodules, particular attention being 
paid to those nodules near the lateral walls of the pharynx. I have 
seen, and I am sure many others have seen, the lower part of the 
tonsillar fossa, some time after a complete tonsillectomy, fill with a 
mass of lymphoid tissue, which looked like an unremoved lower pole, 
but which in reality was a hypertrophy of lingual nodules near the 
pharyngeal wall. Fortunately, this tissue is rarely, if ever, cryptic 
and so rarely harbors infections. Enlargement of the nodules to- 
ward the center of the tongue is also not uncommon and I have 
seen tongues which at the time of tonsillectomy showed only small 
discrete, hardly noticeable nodules, within an amazingly short time 
develop lingual masses, which were distinctly annoying. In two or 
three of these cases the masses attained such size that they could 
be readily seen without the use of a laryngeal mirror. These masses, 
unlike those commonly developing from the lateral nodules, are 
cryptic. 


Abscesses of various severity are found in the lingual tonsil. One 


case I had, in a woman, age 43 years, had had a sore throat for the 
past month, with a continual burning sensation at the base of her 
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tongue. Much talking made the throat more sore ; though, curiously 
enough, eating did not seem to. Some nonproductive cough at times. 
Upon examination with a laryngeal mirror, a conical white spot ap- 
peared in a hypertrophied lingual tonsil to the left of the midline. 
At first I thought it was a crypt full of caseous material, but I found 
it could not be pressed out. By means of a curved knife, I incised the 
spot and yellowish pus exuded. This was wiped away and mercuro- 
chrome applied. The symptoms entirely disappeared. Another 
woman, age 35 years, complained of difficulty swallowing and talk- 
ing, with a slight huskiness to her voice. Her temperature had been 
irregular, mounting to 101°. Examination with a laryngeal mirror 
revealed a mass of lymphoid tissue on the right side of the base of 
the tongue, larger and more inflamed than on the left. The right 
side of the epiglottis and the arytenoids, particularly the right, 
showed some edema. The next day, the mass on the right was 
larger and the edema more pronounced, the vocal cords could not 
be seen. There was no sign of an abscess pointing, but in view of 
the increasing edema, I incised the mass. Creamy pus appeared and 
the symptoms rapidly cleared up from that time. 

Hyperkeratosis is said to occur with fair frequency in the lingual 
tonsil, I have seen only one definite case. It usually occurs in the 
lingual tonsil in connection with involvement of the other lymphoid 
tissues of the pharynx. From the very nature of the condition, the 
contact symptoms are more marked than in the usual case of en- 
largement. 

Tuberculosis of the lingual tonsil is rare. The acute type proba- 
bly never occurs primarily and is a rare complication of pulmonary 
involvement. The base of the tongue is usually involved secondar- 
ily to the other areas of the pharynx. At first, there is an eruption 
of small gray tubercles, which quickly break down and then coalesce, 
resulting in a pale, shallow ulcer with a dirty gray sloughing base. 
The edges have no surrounding congested zone as is found in syphi- 
lis. There is marked dysphagia and severe pain, which may radiate 
to the ear. 

The chronic form of tuberculosis, or lupus, may be a primary 
condition in the pharynx, it may be secondary to laryngeal involve- 
ment, but usually is a descending infection from the nose. It is very 
rare in the pharynx and larynx, it is slowly progressive and is pain- 
less. It consists of pinkish-yellow nodules much like the “apple- 
jelly” nodules found in lupus of the skin. The nodules tend to break 
down, ulcerate and then gradually heal, leaving characteristic radi- 
ating scars. There are few symptoms other than some feeling of 

stiffness in the throat. Diagnosis is easy if lupus involves the skin 
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of the face as well. Syphilis is more rapid and more destructive 
and the ulcer is surrounded by a zone of hyperemia, while the lupus 
ulcer is pale and tends to heal at one point while spreading in an- 
other. 

Chancre rarely appears on the base of the tongue. In the second 
stage of syphilis there is rather frequent enlargement of the lingual 
tonsil and mucus patches may appear in this area. A gumma may 
frequently involve the base of the tongue. It appears as a hard, 
inflamed swelling, which soon breaks down in the center and rup- 
tures on the surface, leaving an ulcer with a punched-out appear- 
ance, with red indurated edges and a greenish yellow base. It may 
at times be confused with carcinoma, but the latter will usually be in 
an older patient and will give more pain. The history and labora- 
tory tests help. Biopsy will decide. 

Leprosy is extremely rare and is secondary to involvement in 
other areas, the skin and nasal passages are always involved first. 
There first occur round masses with no pain. Ulceration occurs 
late. Hoarseness occurs, and later dysphagia. 

Papilloma, fibroma, angioma and lipoma may arise from the lin- 
gual tonsil but are rare. Carcinoma and sarcoma may involve the 
lingual tonsil but are less often primary here than in the faucial 
tonsils. Hoarseness may be the first sign of malignancy in this 
area. Carcinoma begins as a hard mass, which breaks down, pro- 
ducing a foul-swelling discharge. Pain is severe and usually radi- 
ates to the ear on the side involved. It must be distinguished from 
lues in particular. The type of sarcoma is usually of the lympho- 
sarcoma variety. In this, the pain is not so severe and the symp- 
toms are due mainly to the mechanical interference of the mass. 
Ulcerating sarcoma must be distinguished mainly from tuberculous 
ulceration, but the presence of pulmonary signs and bacilli in the 
sputum will help. Biopsy will be the deciding factor in making 
diagnoses of malignancy. 

Cysts due to occlusion of the foramen cecum very rarely occur. 
An accessory thyroid may appear. This, being in the midline and 
on the site of the foramen cecum, together with the difference in 
appearance, will differentiate it from a hypertrophied lingual tonsil. 
Before removal of these, it is important to make sure that the nor- 
mal thyroid is present. 

Treatment: ‘Treatment of acute lingual tonsillitis is identical with 
that of faucial tonsillitis. Treatment of chronic infection is con- 


servative and radical. The conservative treatment consists of clean- 
ing out the crypts with a curette and application of antiseptics and 
astringents. As the crypts are simple and shallow, this is not dif- 
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ficult. The use of strong silver nitrate or other caustic is question- 
able, as there is always a chance of sealing over an infected crypt 
without getting rid of the infection. More radical treatment con- 
sists of the use of the actual cautery or electrocoagulation. Surgical 
removal is the best and quickest method of gaining relief. This is 
readily accomplished by the use of a special lingual tonsillotome. 
Immediately after surgical removal, there is free bleeding, which 
will usually quickly take care of itself, though occasionally it is nec- 
essary to apply adrenalin or some other hemostatic agent. Good an- 
esthesia may be obtained by brushing the mass with a small amount 
of 10 to 20 per cent cocain solution, and I have done it without pain 
by using a 5 per cent solution of butyn in the same manner. After- 
treatment consists of sucking cracked ice and the use of anesthesin 
lozenges dissolved on the tongue. An aspirin mouth wash, 30 gr. to 
the glass, is often a help. 

Surgical removal is indicated in hyperkeratosis as well as hyper- 
trophy and chronic infections. Abscesses should be incised. 

Treatment of acute miliary tuberculosis can only be palliative. 
Pain should be relieved by cleansing the ulceration and then apply- 
ing some anesthetic. Hyperdermic medication may be required for 
relief of pain. 

Lupus should be curetted or treated by cautery to promote heal- 
ing. This must be done under a general anesthetic usually, though 
it may be done under a local. Application of a bead of chromic acid 
may be made. Goods results have been reported following diathermy. 
All foci of the disease must be treated and the general health of the 
patient promoted. 

SUM MARY, 

r. The lingual tonsil is frequently overlooked in examination of 
the throat and the laryngeal mirror should always be used. 

2. Hypertrophy is the most common condition met with, but acute 
and chronic infections may occur with fair frequency. 

3. The incidence of involvement of the lingual tonsil is greater in 
women than men, and may occur in infancy. 

4. The best treatment for chronic involvement of the lingual ton- 
sil is surgical removal, though galvanocautery is of decided value. 
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AN UNUSUAL CASE OF MASSIVE ATELECTASIS 
OF THE RIGHT LUNG.* 


Dr. Harry L. BAum, Denver. 


The following case presents certain unusual features which seem 
to me to be of sufficient interest to justify its report. I was called 
by phone from a distant city some time ago by a physician, who 
stated that he had a patient with spontaneous massive collapse of the 
lung, on whom he wished me to do a bronchoscopy ; that the patient 
was ambulant, and was coming to Denver. I immediately doubted 
the diagnosis. I had never seen a patient with that type of collapse 
who was not in a rather precarious condition. However, the patient 
came on and when I saw her I was very much surprised to find, by 
the excellent radiographs she brought with her and also from the 
history of the case, that there was no question but that she had had 
a massive atelectasis for a month. She was apparently quite well 
physically ; her pulse was about 100, with a little shortness of breath 
on exertion; no fever, and she felt better generally than she had 
before the collapse occurred. The history was as follows: 

The patient, Mrs. P., age 27 years, married, had had no children, 
although she had been married three years, and there was no specific 
history, either herself or her husband. She had an illness at the 
age of 10, which she said was a severe bronchopneumonia on the 
right side. Since then she has had what was called “‘asthma”, but 
which I think was an asthmatoid condition, because she has never 
had asthmatic paroxysms, but simply wheezing at all times. She 
has also had pleurisy on the right side occasionally. She had come 
to New Mexico about six months previously on account of her 
health, having developed what was thought to be a mild tuberculosis, 
as diagnosed by the X-ray and the physical findings, but not by the 
finding of tubercle bacilli in the sputum. She was thin and not 
strong, but not acutely ill until this attack. 

One month before I saw her, while in the mountains, she had 
suddenly, within a period of 24 hours, developed this collapse. She 
had, of course, suffered from embarrassed breathing and rapid pulse, 
up to 140. She was brought to Albuquerque and placed in bed for 
two weeks, during which time she was watched and studied by some 


*Read before the American Bronchoscopic Society, San Francisco, July 7, 
1929. 
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very good chest men there, and a diagnosis of collapse was made 
from the physical and the radiographic findings. Her temperature 
at no time exceeded 99°. She had slight cough, with expectoration. 
The radiographic and physical findings were checked after her ar- 
rival in Denver and there was no question as to the diagnosis of 
massive atelectasis of the right lung. 

Illustrating the chest findings, Fig. 1 shows the chest before the 
collapse. In studying this patient when she first reported, her physi- 
cians fortunately took radiographs of the chest, which show con- 
siderable evidence of tuberculous infection in the right upper lobe 
and some in the left; heavy fibrosis in the hilus regions and some 
areas of fibrosis throughout both lungs. The bronchial condition 
cannot be defined, and the mediastinal shadow is somewhat thick to 





Fig. 1. X-ray taken six months before collapse of lung occurred. Evi- 
dence of slight tuberculous activity in both upper lobes, especially right 
Heavy fibrosis in hilus regions, with small areas of fibrosis throughout 
both lungs. 


the right. Fig. 2 shows the condition after the collapse occurred 
and is the typical picture of complete atelectasis of right lung, with 
heart moved over into right chest, and overexpansion of left lung. 

Bronchoscopically, stenosis of the right main bronchus was ob- 
served, starting just below the carina. The wall of the bronchus 
was covered with a whitish purulent exudate, which scaled off easily. 
The stricture was annular and was about 4 m.m. in diameter. There 
was no pus exuding from the bronchus. An aspiration tube could 
be passed through the stricture and I was able to aspirate about 
a dram of mucopurulent secretion of the same character as that 
coughed up. Radiographs taken after bronchoscopy showed no im- 
provement whatever in the chest condition. The patient’s blood 
findings and Wassermann were negative and the white and red 
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counts were normal. ‘The purulent material aspirated was positive 
for tubercle bacilli, but not in large numbers. There were no other 
important findings and nothing to indicate sepsis. Needless to say, 
there was no history of foreign body. 

My own impression is that this patient had a stenosis of the right 
main bronchus dating back to the time she had pneumonia, at the 
age of 10, 17 years before this collapse occurred; that her so-called 
asthma was due to stenosis, and was really an asthmatoid wheeze, 
and the collapse was probably due to a gradual accumulation of 
secretion plugging the stenotic bronchus, and possibly the bronchi 
lower down. 





Fig. 2. X-ray taken immediately after collapse occurred. Complete col- 
lapse of right lung, heart moved over into right chest, with overexpansion 
of left lung. 


Bronchoscopy and aspiration apparently did not result in imme- 
diate benefit, but I have advised further observation, and attempts 
at dilatation and aspiration at definite intervals. This is the first 
time I have seen a case of massive atelectasis which did not show 
any evidence of sepsis after having been present for a prolonged 
period. This patient was ambulatory and had had the condition 
exactly one month when I saw her. 

A letter from Dr. C. C. Davis, of Albuquerque, informs me that 
the patient at this time, about five months since she was seen by me, 
still presents exactly the same condition described above, neither 
worse nor better. 


510 Republic Building. 





HISTORICAL RETROSPECT—LARYNGOLOGICAL. 
Dr. ALBERT J. GuERINoT, Pittsburgh. 

The extreme gravity of the accidents produced by the presence of 
foreign bodies in the air and food passages and the terrible symptoms 
which accompany their introduction have, from an early period, at- 
tracted the attention of physicians to this question. 

First Period: Hippocrates had devised catheterism of the larynx in 
order to relieve the suffocation, but the idea of opening directly into 
the air passages was first entertained by a Roman physician named 
Asclepiades, who had no opportunity of putting it into practice, and 
was long exposed to the railery of his contemporaries and successors. 
They adduced, in opposition to this view, the impossibility of the 
recovery of divided cartilage and it is for this reason, and in order 
to avoid this imaginary inconvenience, that Antylus, Oribasis, Aetius 
and Paul, of Egina, successively proposed a transverse section be- 
tween two rings of the trachea. The Arabians, the heirs of the old 
medical traditions, did not dare to perform bronchotomy, with which 
they were acquainted, from an unfortunate excess of timidity. Aven- 
zoar alone performed the operation on a goat. We must wait a very 
long time, viz., to the beginning of the sixteenth century, before we 
find that surgeons performed bronchotomy, which even A. Pare 
passes by in silence. 

To Louis belongs the credit of having claimed for Habicot, in the 
Memoirs of the Academy of Surgery, the right to the honor of the 
application of the opening of the air passages to relieve the symptoms 
produced by the presence of foreign bodies. In fact, Habicot’s little 
book was published 20 years prior to that of Frederic Menavius, 
which did not appear until 1844. But Habicot only pointed out the 
way. toward the rational employment of bronchotomy in cases of 
foreign bodies in the larynx or trachea, as he did not perform the 
operation with success, except to relieve the symptoms of suffocation 
produced by the arrest of a foreign body in the esophagus. 

About this time a surgeon of whom Verduc makes mention had 
succeeded in removing a small bone from the trachea by cutting be- 
tween two of its rings. Hitherto no one had dared to cast a doubt 
upon the old idea of the impossibility of the reunion of the cartilages 


Editor’s Note: This ms. received in The Laryngoscope Office and accepted 
for publication June 15, 1929 
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and this view dominates the entire first period in the history of for- 
eign bodies of the air passages until the time of Juncker and Heister. 

Second Period: Juncker and Heister for the first time proposed 
a vertical incision of one or more rings of the trachea in order to 
remove foreign bodies, and the latter author succeeded in extracting 
a piece of mushroom and a bean. From this time, on the-well de- 
scribed and well regulated operation, including a variable number of 
procedures according as the incision was made directly or with the 
aid of a trocar, passes into practice, and, after the sanction accorded 
it by the old Academy of Surgery in consequence of Louis’ cele- 
brated treatise, was thoroughly accredited. 

I reproduce from this author all the preceding details in the history 
of bronchotomy, as every incision into the trachea was called in this 
time. During this entire period, which included the eighteen century 
and the nineteenth century up to 1820, facts were accumulating, and 
we find in authors much more precise notions with regard to the 
symptoms of foreign bodies which are equally energetic and rapid. 
Side by side with the original and classical treatises of Hevin and 
Louis must be placed those of Desault, Pelletan, etc.; these two 
authors had made advances in surgical therapeutics—the first by 
devising, and the second by performing thyroid laryngotomy (1788). 
At the same time, Vic d’Azyr advised incision of the cricothyroid 
membrane, which was performed at a later period by Krishaber. 

Third Period: Thanks to the works of Bretonneau and Trosseau, 
tracheotomy became a better regulated operation, and came into much 
more general use. 

On the other hand, the study of the pathology of the air passages, 
owing to the discovery of auscultation and percussion by, Laennec, 
became much more perfect. Dupuytren drew attention to the new 
diagnostic signs, and treatment becomes more effective, the more 
certain our knowledge. At this period, Boyer devised a laryngo- 
tracheotomy, Vidal and Malgaigne, subhyoid laryngotomy; but the 
latter operations made much slower advances than tracheotomy, which 
soon gave us unlooked for results. For 50 years, a large number of 
tracheotomies had been performed in order to remove foreign bodies, 
and until late years, when the appearance of galvanocautery and 
Paquelin’s cautery gave some contemporary surgeons the idea of em- 
ploying-them in order to traverse the integuments and trachea, the 
plan of operation had not been modified. Among them I will mention 
Verneuil, of Saint-Germain, and Krishaber. At the same time, the 
methods of diagnosis became more precise, and the introduction of 


the laryngoscope in practice permitted an examination of hitherto in- 


accessible orifices and cavities in the larynx. In conclusion, efficient 
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therapeutic measures have been known for a long time, but it is only 
with recent times that progress in science has enabled us to regulate 
their employment. It was reserved for the immortal discovery of 
Laennec to enable us to determine the signs of foreign bodies in the 
bronchi. Dupuytren contributed a great deal to the history of those 
objects found in the trachea and the laryngoscope, in doubtful cases, 
has shown the precise situation of all of those foreign bodies, There 
is no doubt that none of the methods are perfect, but a more exhaus- 
tive study of the etiology and symptomatology of foreign bodies of the 
air passages will contribute to their perfection and the important 
investigations of the last 20 years have made this question one of the 
most interesting and best known in pathology. Among the most 
important I will mention Aronsshon’s thesis (Strasburg, 1856), the 
treatise by Gross, of Philadelphia, the works of Durham and Ber- 
tholle (1856), and the treatise of Guyon in the dictionnarire encyclo- 
pedique (art, larynx). All have contributed useful articles, and it is 
possible to base a complete study of foreign bodies of the air passages 
upon the thousands of observations recorded in literature. 


The term foreign body is a very old one in medical literature, as 
it was employed by the Greeks and Romans and has been handed 
down from them to the present day, although it has never been 
clearly defined. The conventional meaning of the term is known to 
all, but its significance is not readily understood. At the beginning 
of the eighteenth century, Maunoir and Delpech examined the ques- 
tion from the broadest point of view and stated that all substances 
must be included as foreign bodies which are incapable of taking 
part in the common life of the solids and fluids of the body. This 
standpoint may be correct, but it evidently does not correspond to 
the idea which the majority of surgeons have formed of a foreign 
body. In order to tally with his premises, Delpech was obliged to 
include the study « 


f parturition in that of foreign bodies. 


Since Delpech’s work, the most complete doctrinal which has ap- 
peared on the subject, the various authors who have treated of for- 
eign bodies in general in their works or in periodical publications 
have endeavored to show that the definition of the Montpelier sur- 
geon was much too large and too theoretical and that it did not meet 
the demands of practice. This tendency is especially well marked in 
the chapter devoted to the topic by the authors of the compendium, 
who excluded viruses, venoms, poisons, eschars and changes in the 
fluids; in a word, all chemical or vital modifications of the organism. 
\ccording to them, a bullet which is lodged in the muscles, a thorn 
which has been buried in a limb, or a bone lodged in the esophagus, 
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constitute the type of foreign bodies, and they express their new 
conception by means of the following definition: “This term foreign 
body is applied in surgery only to those solid or semisolid substances 
which do not take part in the common life of the body and which 
prove harmful rather by their size, hardness and roughness than by 
the vital actions which they exercise upon our tissues.” 

I, therefore, state: By foreign bodies in surgery are meant abnor- 
mal solids or fluid substances which have entered the body from 
without, which have punctured the organism or become fixed to it 
and which by their pressure or mechanical action modify the condi- 
tions of existence of the parts. 

Foreign bodies in the organism are either tolerated, or they give 
rise to secondary symptoms, which are: first, reflex disorders; sec- 
ond, functional disorders; third, symptoms of obstruction; fourth, 
irritation and inflammatory phenomena. 


604 Westinghouse Building. 





PORTION OF SAFETY PIN IN RIGHT MAIN 
BRONCHUS; REMOVAL; BRONCHOSCOPY.* 
Dr. E. G. Grit, Roanoke, Va. 

Patient, male, age 4 years, was referred by Dr. D. B. Stuart, Dub- 
lin, Va., and was admitted to the hospital on Sept. 23, 1929. The fol- 
lowing history was given by the child’s parents. While playing with 
a portion of a safety pin in his mouth two weeks prior to admis- 
sion, the child suddenly began crying and the pin disappeared. There 
was no cyanosis or coughing at the time but the accident was accom- 
panied by marked retching. The child wheezed and coughed at inter- 
vals during the following two weeks. These symptoms were more 
pronounced at nights. Examination: Nose and throat negative; 
lungs: respiration somewhat jerky ; breath sounds on both sides were 
wheezy and rales were present; no dullness on either side; heart 
normal. The X-ray examination of his chest showed the pin with 


*Department of Bronchoscopy, Gill Memorial Eye, Ear and Throat Hos- 
pital. 

Editor’s Note:—This ms. received in Laryngoscope Office and accepted for 
publication Nov. 15, 1929. 























GILL: FOREIGN BODY. 
the keeper in the right main bronchus and the point, which was 
broken off at the spring, was embedded in the left wall of the main 
bronchus. The pin was lying in an oblique position. The first 
bronchoscopy was performed Sept. 24, 24 hours after admission to 
the hospital. The pin was easily located and was seized with grasp- 
ing forceps. An effort was made to rotate the pin and bring the 
point into the bronchoscope. Due to the size of the tube, 5 m.m., 
and to the swelling of the mucous membrane, we were unable to 
rotate the pin. An attempt to withdraw it in an oblique position 
would have resulted in the perforation of the bronchus. At the end 
of 20 minutes the operation was discontinued and the patient sent 
back to his room. A similar foreign body was placed in the bron- 
chus of a dog and removed several times. After this experience with 
the dog, we were convinced that the only way we could remove the 
pin from the child would be through the use of a larger tube. Since 
it was impossible to introduce a tube more than 5 m.m. in diameter 
through the larynx, we decided to perform a tracheotomy and intro- 


h the wound. This was done five 


duce the bronchoscope throug 
days following the first bronchoscopy. A 7 m.m. tube was intro- 
duced through the tracheotomy wound. We were then able to 
rotate the pin and bring the point into the bronchoscope. The sec- 
ond operation was comparatively easy. The child wore the trache- 
otomy tube for two days. The postoperative recovery was unevent- 
ful. The portion of the pin measured 40 m.m. in length and 9 m.m. 
in width. 

Comment: ‘This case presents some unusual features, in that the 
child. did not have any coughing or choking sensation at the time 
of aspiration. It was also unusual, in that the tracheotomy was nec- 
essary in order to use a tube large enough to permit the operator to 
rotate the point of the pin into the bronchoscope. Both operations 
were done under local anesthesia. 


711 S. Jefferson Street. 





CHAULMUGRA OIL IN THE TREATMENT OF 
LARYNGEAL TUBERCULOSIS.* 


Dr. G. M. VAN Poorest, Honolulu. 


In January, 1922, Lukens’ wrote an article in the Journal of the 
American Medical Association about his experience with chaulmugra 
oil in the treatment of tuberculosis of the larynx. After describing 
his method of application, using pure chaulmugra oil, he came to 
the following conclusions : 

1. The chief value of chaulmugra oil is in the relief of pain and 
dysphagia. 

2. The relief is continuous, in contraindication to that produced by 
cocain. 

3. The treatment is not unpleasant or distressing; is without uf- 
toward reactions in the larynx, and can be used without previous 
cocainization. 

j. Improvement, while not all that could be desired, seems better 
than that obtained ‘with other drugs. 

Lukens’ conclusions stimulated the writer to try out one of the 
hydnocarpus derivatives and it was decided to use the same prep- 
aration that was being employed in the treatment of leprosy. This 
is a mixture of esters which will be described later. 

The records of the treatments as first carried out were not as 
accurate as in recent years; however, in 1923, the treatment was 
given further stimulus by Schobl’s* experimenting upon the growth 
of acid-fast bacilli on glycerin agar media. He measured varying 
amounts of chaulmugra oil and added them to 5 per cent glycerin 
agar. He took as control the same amounts of olive and other 
vegetable oils in glycerin agar. In looking for an acid-fast bacillus, 
he took an old laborator? strain of the tubercle bacillus. His con- 
clusions were as follows: 

1. Chaulmugra oil and its derivatives exert a pronounced inhibiting 
action on tubercle bacilli in vitrio. 

2. This inhibition is specific, that is to say, it is noticeable in 
dilutions of oil in which no inhibition of non-acid-fast bacilli can be 
discerned. 

3. Oils obtained from plants related to Taraktogenos kurzii have 
a property similar to that of chaulmugra oil with regard to tubercle 


*Read before the Fourth Annuai Meeting, Hawail Territorial Medicai 
Association, April 27, 1929. 

Editor's Note—This ms. received in Laryngoscope Office and accepted for 
publication May 27, 1929. 
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bacillus. Hydnocarpus wightiana, H. alcalae, H. subfalcata and 
H. venenata, all containing the optically active acids, show anti- 
septic power in vitrio, the strength of the various oils decreasing in 
the order mentioned. 

Again, in 1924, Schobl* surveyed many vegetable oils and came 
to the following conclusions: 

r. Certain vegetable oils, other than those containing the opti- 
cally active fatty acids, inhibit the growth of acid-fast bacteria in 
vitrio. 

2. None of the vegetable oils proper that were investigated inhibit 
the growth of acid-fast bacteria to such a high dilution as do the 
chaulmugra and hydnocarpus oils which contain the optically active 
fatty acids. 

3. Certain essential oils and oils containing volatile constituents 
show a very high selective inhibitory action upon acid-fast bacilli. 

In the same year, Schobl and Kusama‘ tried out the disinfecting 
power of the vapors of vegetable oils toward acid-fast bacteria and 
concluded that: “The vapors of chaulmugra and hydnocarpus oils 
show no disinfecting effect upon acid-fast bacteria.” 

In August, 1922, Alloway and Lebensohn’ picked out 40 cases of 
tuberculous laryngitis from a group of three or four hundred and 
applied locally a 20 per cent solution of chaulmugra oil in liquid 
petroleum. They concluded that chaulmugra oil should have a defi 
nite place in the treatment of tuberculous laryngitis ; that it is useful 
in the majority of cases; but in the same year, Corper and Freed’, in 
commenting upon Lukens’ method of treatment, concluded that it is 
dangerous to inject any oily solution into the lungs, especially a lung 
weakened by tuberculosis, because a bronchopneumonia is apt t 
follow. However, Barwell* states that the intratracheal oil injec- 
tions act by relieving the dryness and soreness of throat, and found 
them very useful in cases of advanced ulceration, reducing inflam- 
mation and relieving discomfort. 

More recently, Bronfin and Marke* have made a very thorough 
study of the effects of chaulmugra oil and its esters upon tuberculous 
laryngitis. They began with weak dilutions and gradually worked 
up to the pure drug. Their conclusions are as follows: 

r. Chaulmugra oil has proven of no therapeutic value in our series 
of cases with laryngeal tuberculosis. 

2. Its local use may cause progressive ulceration. 

3. No acute pneumonic consolidation resulted from the intra- 
laryngeal use of oil, as could be determined by ordinary methods. 

{. No clinical or Roentgen evidence could be obtained to prove 
the existence of an acute active proliferation in the lungs as a result 








134 VAN POOLE: CHAULMUGRA OIL IN TBC. LARYNX. 


of the aspiration of the oil, although such process probably was 
present in some cases, as evidenced by the necropsy findings in one 
case. 

5. Further clinical studies are necessary to determine whether or 
not the use of oils and powders applied to the larynx through the 
atomizer, insufflator or syringe, have any injurious effects upon the 
lungs. 

This leads us up to the present, and with a few introductory 
remarks, | shall try to enumerate our experiences at Leahi Home. 

In June, 1922, Dean and Wrenshall® reported the preparation of 
chaulmugra oil for intramuscular injections in treating leprosy. They 
treated chaulmugra oil by first breaking up the glycerids into gly- 
cerol and the sodium soaps of the fatty acids by saponifying the oil 
with sodium hydroxid under pressure. The mixed fatty acids are 
separated and from these the mixed ethyl esters are prepared by 
esterifying the crude mixed fatty acids with ethyl alcohol. When 
esterification is complete, the ethyl esters come to the top of the solu- 
tion and, in order to get them pure, they are distilled under high 
vacuum. This is the standard preparation, but to this is added 0.5 
per cent iodin to reduce local irritation. This is the preparation that 
we have employed and it is a possibility that the small amount of 
iodin has had an effect upon the ulcers. Our method of applying it 
has been by syringe. We use a long curved nozzle to the syringe 
and by actual observation drop a few drops directly upon the ulcer. 
No effort has been made to prevent them from coughing it out and 
I doubt if any goes into the trachea. The application has been made 
three times a week and I have personally questioned each one under 
treatment, and they have been questioned by the nurses in charge, 
and they have all, with two or three exceptions, told us that the 
treatments relieved the pain and dysphagia. I am unable to say 
whether or not the ulcers healed more rapidly under this treatment, 
but the fact that the patients could partake of more nourishment, 
because of less dysphagia, would aid materially in restoring their 
bodily vigor and building up their resistance, thereby aiding Nature 
in its efforts to replace degenerated ulcerated tissue with new healthy 
tissue. 


In a sanatorium like Leahi Home, there are fewer cases who 


develop tuberculosis of the larynx than in general practice. Six per 
cent (Laub) to 25 per cent (St. Clair Thomson) sooner or later 
have it, and the longer they remain in the institution, the more liable 
are they to this infection. There are practically no cases of tuber- 
culosis of the larynx without an infection in the lungs. The infec- 
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tion may take place by local bathing with infected sputum or by the 
blood or lymph channels. An argument against the sputum infecting 
the larynx is the fact that we see many cases, in the beginning of 
the process, with infiltration and no ulcer. In fact, many cases 
never have ulcer formation. 

In our cases, the greater majority had the disease located in the 
posterior half of the larynx. The interarytenoid space, arytenoids 
and posterior portion of cords were attacked first. A few cases had 
the aryepiglottic folds and epiglottis as first site of infection. 

We have selected 28 cases of ulceration from more than twice 
that number of infiltrations and and have kept accurate data on each 
case, some of them extending over several years. We have also 
systematized the treatment and had better co-operation than we had 
six or eight years ago. Also, we shall have to take into considera- 
tion the efficient treatment these cases have been receiving for their 
general condition. 

The following table shows the results of our treatments in the 28 
cases that had tubercular laryngitis with ulceration: 

[ do not believe that the chaulmugra oil, per se, produced all the 
beneficial results, but we propose to set aside a number of cases and 
give them vocal rest alone with the sustaining diet and general treat- 
ment now afforded all cases. We also propose to treat a certain 
number of cases with direct sunlight to the larynx and in a year or 
two we shall have a more comprehensive resume of the results of 
the different methods of treatment, because the cases with only in- 
filtration will recover with little or no discomfort if the patient is 
placed at complete vocal and bodily rest with sustaining diet and 
the necessary care afforded under the direction of our efficient chief 
and his able assistants. 
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DISCUSSION. 

Dr. A. N. Sincuarr, Chief of Clinic at Leahi Home for Tuber- 
culosis, Honolulu: Dr. Van Poole has been very conservative in his 
claims of successfully treating ulceration of the larynx in pulmonary 
tuberculosis. 

I can recall the time when one looked upon this complication as 
hopeless and heralding the end. 

I also recall the marked improvement noticed in cases treated by 
chaulmugra oil when it was introduced by Dr. Van Poole at the 
Leahi Home some years ago. 

The relief afforded the patient and the change in his condition 
was quite definite. 

When one considers the misery and despair this condition can 
produce in our patients, any remedy that will alleviate it, and make 
life even tolerably comfortable, is of the greatest value; it is not 
necessary to prove that this treatment cures when it can do so much 
to relieve the patient of local pain and mental suffering—for these 
patients frequently live a life of anguish of mind from dread of 
eating or coughing. 

I consider the results achieved by Dr. Van Poole well worth all 
the efforts he has exerted, and I hope he will continue his researches 
already carried out with such encouraging results. 

Dr. A. DuryEA: Throat specialists have an exaggerated idea of 
the number of tuberculous larynges, due to the fact that they see 
only far advanced pulmonary cases as a rule. In regard to healing 
of ulcers and relief of pain, it seems to me that general and local 
hygiene and rest play a much greater part in relief and healing than 
topical application of chaulmugra oil once or twice a week. It also 
seems that in a condition which requires rest, any procedure which 
requires less frequent application is preferable to one necessary two 
or three times a week. Such a procedure is injection of the superior 
laryngeal nerve with alcohol. This method gives immediate and 
lasting relief of several months’ duration and can be repeated if 
necessary. 

Dr. F. J. Prnkerton: I have been associated with Dr. Van 
Poole in carrying on this experiment. I agree with Dr. Duryea that 


a whole lot of our results I have attributed to good hygiene, vocal 
rest and the excellent medical care that patients receive in Leahi 
Home. I confess I have been somewhat skepical about the results 
in the treatment of tuberculosis with chaulmugra oil because some 
of our good results, especially regarding the pain and dysphagia, are 
dependent to a great extent upon the patient’s word, and all of us 











VAN POOLE: CHAULMUGRA OIL IN TBC. LARYNX, 139 


have seen tuberculous patients at the threshold of death, who stoutly 
maintain that they have never been in better health in their lives. 

We do not traumatize these affected parts; we do not touch the 
ulcerated area with any applicator or instrument and these parts get 
treatment at least three times weekly by dropping the oil directly 
upon the ulcer, Dr. Duryea mentions injection of the superior laryn- 
geal nerve. Before we began the chaulmugra oil treatment it was 
not uncommon to inject the superior laryngeal nerve because we had 
a large number of patients bitterly complaining of pain on swallow- 
ing, coughing, etc. It seems to me, since the use of chaulmugra oil 
that we have less occasion to inject the superior laryngeal nerve 
because we have fewer complaints with regard to the more distress- 
ing symptoms. I believe there is a definite connection between the 
use of chaulmugra oil and the reduced amount of pain. Just what 
this connection is I am unable to say as I have not followed the 
cases herein reported as carefully as Dr. Van Poole. I believe there 
is a certain class of case, especially the ulcerated and broken-down 
case, in which chaulmugra oil does definite good, but that it should 
not be used to the exclusion of other methods, such as sunlight, 
cautery, etc., which, I believe, have a distinct place in the treatment 
of laryngeal tuberculosis. 

Dr. VAN Poorer (in closing): In closing, I would like to reply 
to Dr. Duryea’s remark that the cases we see are not all of the 
advanced pulmonary type, but some in the very beginning; in fact, 
we examine every case that comes into Leahi Home to determine 
whether or not they have any laryngeal lesion; also, our treatments 
are not given once or twice a week, but three times a week by a spe- 
cialist, who sees exactly where the solution should be applied. 

These cases are of a rather low order of intelligence, as a lot, and 
I do not believe that it is psychical on their part, because they keep 
coming of their own accord, the treatment is not compulsory, and 
they state positively that they feel relieved from pain and dysphagia 
for a long time after the application of chaulmugra oil. 
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THE AMERICAN BOARD OF OTOLARYNGOLOGY. 

An examination was held in Philadelphia, Oct. 21, 1929, during the 
session of the American Academy of Ophthalmology and Oto- 
laryngology, held in Atlantic City. 

One hundred and seventeen applicants passed the examination, five 
passed the preliminary examination, four were conditioned, and thir- 
teen failed. 

In 1930, examinations will be held in Detroit, June 23, during 
the session of the A. M. A., and in Chicago, Oct. 27, the day prior 
to the meeting of the American Academy of Ophthalmology and 
Otolaryngology. 

Prospective applicants for certificate should address the Secre- 
tary, Dr. W. P. Wherry, 1500 Medical Arts building, Omaha, Neb., 
for proper application blanks. 

Dr. W. P. WHERRY, Dr. H. P. MOsHER, 

Secretary. President. 


Stating that the degenerative, obstructive, suppurative and catar- 
rhal conditions most frequently encountered by otolaryngologists 
are primarily a local manifestation of a systemic condition, Stucky, 
in the Journal of the Indiana State Medical Association, December, 
1929, Vol. 22, No. 12, believes that the resulting acidosis can usually 
be relieved by alkalinization, restoring perverted metabolism and 
maintaining a nutritious and balanced basic diet. 

ROSENBERGER. 


The American Laryngological, Rhinological and Otological Soci- 
ety announces that its next meeting will be held in Atlantic City, 
May 28-30, 1930, with headquarters at Hotel Chelsea. 

In accordance with the direction of the last Annual meeting, the 
country has been divided into Sections and an Advisory Member- 
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ship Committee for each Section has been appointed under the fol- 
lowing Chairmen: Eastern Section, Dr. George M. Coates: South- 
ern Section, Dr. R. C. Lynch; Middle Section, Dr. M. B. Mullin; 
Mid-Western Section, Dr. Frank L. Dennis: Western Section, Dr. 
Ralph A. Fenton. 

For further information concerning the meeting address Dr. R. 
[.. Loughran, Secretary, 33 East 63rd street, New York City. 





In the Journal of the Medical Society of New Jersey, January, 
1930, Vol. 27, No. 1, McGivern urges the following modifications 
of the classical submucous resection operation: 1. Through and 
through incision of the nasal septum to facilitate removal of bilat- 
eral deviations. He asserts that perforation of the septum does not 
follow if the flaps are sutured. 2. Suturing flaps in apposition and 
omitting packing. He states that this technique is of distinct advan- 
tage to the patient as regards increased postoperative comfort and 
liminished likelihood of instituting paranasal sinus infection. 

ROSENBERGER. 

The British Committee on Vaccination reported, in 1928, that 
there had been numerous deaths of recently vaccinated children 

vhich were suggestive of an infection of the nervous system. 

Prof. W. E. LeGros Clark was requested to investigate this prob- 
lem and he made the important discovery that fine material can pass 
from the nose to the brain in one hour. The Ministry of Health 

has just published his report and deduces that in these investigated 
‘ases the route of infection was most likely from the nasal cavities. 
Numerous investigators have proven the connection between the 
brain and the nose, but it has always been contended that their 
manipulations did not duplicate normal physiological conditions. 
Clark found that a solution of potassium ferrocyanid and iron am- 
monium citrate, when simply dropped into the nasal cavity of rab- 
bits reached the surface of the brain within one hour, by way of 
the perineural sheaths of the olfactory nerves. Examination showed 
that some absorption had taken place through the olfactory mucosa. 
He traced the course of the prussian blue granules through the crib- 
riform plate up to the olfactory plate where they lay in the meshes 
of the pia-arachnoid. As there was no injection under artificial 
pressure, he deduces that there is a current in the perineural spaces 
running centripetally, under normal conditions, and believes that 
\ these facts have important bearing on the question of the passage 
of infective matter from the nasal cavities to the brain. 
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The abandonment of the routine estimation of the coagulation 
time in tonsillectomies, except when clinically indicated and empha- 
sizing the history, age of patient, contractibility of tissues and phy- 
sical condition of the patient was stressed by Ayres, Dunn and 
Hayes in an article on ‘Progress in Diseases of the Ear, Nose and 
Throat”, appearing in the January number of the Medical Times, 
Vol. 58, No. 1. ROSENBERGER. 


Glenn and McGinnis, in the Journal of the Missouri State Medi- 
cal Association, January, 1930, Vol. 27, No. 1, report a series of 
77 cases of laryngeal tuberculosis treated with the water-cooled mer- 
cury quartz lamp with laryngeal applicator. They report an im- 
provement or arrest in 89 per cent and deny the assertion that treat- 
ment of laryngeal tuberculosis is unnecessary because it is so de- 
pendent upon pulmonary disease. ROSENBERGER. 


Freystadtl, of Budapest, has prepared a monograph, entitled “The 
Relationships of the Larynx and Pharynx to Diseases of the Central 
Nervous System” (Karger, Berlin, 1928). 

The author has had much experience in the handling of disturb- 
ances of the nervous system, as well as being a competent oto- 
laryngologist. ‘The result is a standard work which is bound to find 
favor. He discusses the nerve supply of the larynx and pharynx, 
with particular emphasis on the physiology and pathology of swal- 
lowing, breathing and voice production. Some 15 or 20 of the 
commoner neurological conditions are discussed from this point and 
are of interest to both neurologists and laryngologists. Book re- 
viewers have been quite lavish in their praise of this monograph. 

KELEMEN. 


Pietrantoni, in the Italian Archives of O., R. and L., VIII, 1929, 
reports eight cases of nasal polyps, of which only two proved to be 
simple polypoid degeneration. Two cases were mucous cysts, three 
were herniae of the maxillary sinus, and one was a choanal fibroma. 

The author insists that all tumors removed from the nasal cavity 
should be histologically examined and classified in order to qualify 
our understanding of nasal tumors. LASAGNA. 

Dr. Chevalier Jackson recently announced his resignation from 
the faculty of Jefferson Medical College and from the faculty of 
University of Pennsylvania Graduate School of Medicine. He will 


devote himself to the Bronchoscopic Clinic at Samaritan Hospital 
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and to the Temple University School of Medicine. The Broncho- 
scopic Clinic at Jefferson will be under the direction of Dr. Louis 
Clerff and Dr. Edmund Auccin; the Bronchoscopic Clinic at Uni- 
versity of Pennsylvania under Dr. Gabriel Tucker. Dr. Jackson 
will be assisted at Samaritan Hospital by Dr. Chevalier L. Jackson 
and Dr. Emily L. VanLoon, All changes become effective next June. 

Brunn and Brown, of San Francisco, in the Journal A. M. A., of 
Jan. 4, 1930, describe a case of aneurism of the ascending palatine 
artery. The patient gave no history of trauma, and the chief com- 
plaint was a nonproductive cough. The authors describe the case 
rather minutely, and the most marked finding in the physical exam- 
ination was the presence of a blood vessel on the right posterior 
nasopharyngeal wall. This tumor rapidly became enlarged in the 
course of three weeks and, under a cervical nerve-block anesthesia, 
the right external carotid artery was ligated. The tumor in the 
mouth underwent complete collapse. The patient made an unevent- 
ful recovery from all symptoms and at the time of presentation 
(nine months later), there had been no recurrence of the condition. 


Albrisch, of Budapest, has written a monograph on The Relation- 
ship of Eye Diseases and General Constitutional Disorders. The 
otolaryngologist is interested with phases of the work which have 
to do with the nasal sinuses, where one or either of these conditions 
may be due to a general systemic disturbance. 

This book has also been very well received by the profession at 
large and has been promised translation into numerous languages. 

KELEMEN. 

That agranulocytic angina is a definite clinical entity is doubted 
by Kennon, writing in the Journal of the Tennessee State Medical 
Association for December, 1929, Vol. 22, No. 8. Reviewing the 
blood picture and gross pathology, he is inclined to believe that the 
condition is but one manifestation of a disease of broader scope. 

ROSENBERGER. 


Borri, in the Italian Archives of O., R. and L., V, 1929, reports 
on the results of animal experimentation with eso- and endotoxins 
obtained from microbes in cases of chronic tonsillitis. The most 
characteristic result was the glomerular and cortical degeneration 
found in the kidney. The author suggests that these histological 
changes represent the anatomical basis of bleeding in certain chronic 
types which he has previously reported. LASAGNA. 





THE NEW YORK ACADEMY OF MEDICINE. 


SECTION OF LARYNGOLOGY AND RHINOLOGY. 


Meeting of May 27, 1929. 
An Eight-Minute Round Table Talk on Bronchoscopy and Esophagoscopy. 
Dr. Chas. J. Imperatori. 
(Published in November, 1929, issue of THe LARYNGOSCOPE.) 
DISCUSSION. 
Unuesttioi 
Answe Bronchoscopy is much easier, the reason being that in passing the 
bronchoscope the tracheobronchial tree is noncollapsible. 
have a collapsed tube 


Which is easier, bronchoscopy or esophagoscopy ? 


In esophagoscopy we 
and the point of the esophagoscope may penetrate the 
esophageal wall if we do not keep constantly in mind the general direction of 
the esophagus and maintain the relation of the proper axis of the instrument 
in regard to the axis of the body. 

Question: During a bronchoscopy for a pin in the lower bronchus, who con- 
trols the work, the radiologist or the bronchoscopist ? 

Answ That is taken up in the paper, in which I said that the Roentgen- 
ographer directs the localization, rather than the bronchoscopist. Roentgenology 
certainly controls the placing of the localizing forceps, and team work is 
essential to place the instrument in the proper bronchus. The end of the 
bronchoscope is one to two inches from the head of the pin. Perfect team 
work is necessary in order that the Roentgenographer may guide the broncho- 
scopist in placing the forceps into the particular bronchus. Frequently he is 


able to get 


get into the bronchus, but because of the placement of the foreign 
body, only the mid-portion can be grasped. Recently I] had a case in which 
we worked for an hour and got the pin four or five times, but could not get 


the point. The case was one of great difficulty because of the depth of the 
pin in the costophrenic angle, and especially because the head was in contact 
with the visceral pleura. Then the patient saw Dr. Jackson, who, after 55 


minutes, succeeded in getting the pin. He had gotten at it four or five times, 
as we had, but he found that he could displace the pin into another small 
bronchus and so grasped the point and finally withdrew it. Naturally in all 
these cases, where one is unsuccessful and someone else succeeds, we are always 
anxious to know how it has been successfully accomplished. Dr. Jackson was 
very kind and gave me all the data and it may help us out next time. The 
only time we have been unsuccessful in the removal of a foreign body has 
been with these pins. 

Question Should the bronchoscopist consult with the radiologist before 
doing a bronchoscopy for a foreign body in the lung? 

Answer: Most certainly a bronchoscopy or esophagoscopy should never be 
done, except in the greatest emergency, without first studying the case with the 
aid of the Roentgenographer. 

Question: What special sign or signs would lead you to suspect an obstruc- 
tion or new growth in the esophagus of a person over 60 years of age? 

Answer: These all have to be tentative answers. Possibly a change in the 
voice, due to a paralysis of a vocal cord; in ability or difficulty in swallowing, 
with possible regurgitation; the Roentgenographic study and a confirmation of 
these findings by laryngoscopy and esophagoscopy. 

Question: In your experience, what has been the most difficult foreign body 
to remove? 


Answer: I have had several which were very difficult. One case was that 
of a whole upper (dental) plate. A previous attempt had been made to remove 
it but the operator was unsuccessful and an emphysema of the neck and trunk 
resulted, We waited until the emphysema had disappeared and after partially 
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breaking the plate, we removed it. With several pin cases we have been 
unsuccessful, but the first foreign body I ever removed was a pin. 

Question: As an aid to diagnosis of various lung lesions, do you consider 
that bronchoscopy is done often enough. 

Answe? It is not done often enough. 

Question: Will you tell me whether you think it necessary to close every 
open safety pin in the esophagus? 

Answer: That is a personal question and requires a personal answer. I have 
never had to close a safety pin. 

Question: Is it ever better to push an open safety pin down into the stomach 
than try to get it up? 

Answer: 1 will cite a case of Dr. Jackson's, that of a child with four open 
safety pins in the esophagus, which had been fed to him by his brother. The 
four were point up. Two of them he removed, and two of them he pushed 
down into the stomach, both passing through the intestinal tract within a shért 


time 


Question: How would you best handle a movable foreign body in the trachea, 
such as a bean or seed? 
lnswer Again, this must be a personal answer, If the child was a small 


hild, I would do an immediate tracheotomy. I recall one case, which occurred 
, of a child with a large bead in the trachea. I made several 
attempts to grasp it, and did so, but it slipped away. The patient became more 
cyanosed and collapsed. I then did a tracheotomy, but the child died. About 
two months ago I saw an exact facsimile of this case in northern Westchester 


County. I had no bronchoscopic instruments with me and it would have taken 





years 








too much time to come back to New York for instruments, so I did a trache 
tomy and the bead was ejected through the tracheotomic wound. The child 
had no rise of temperature and the tube was removed the next day. I was able 

» see the audible slap and palpable thud. These are signs that one is supposed 
to hear and feel. With the aid of the fluoroscope, visualization of these phe 
nomena described by Jackson and McCrea were demonstrated. 

Question What would guide you whether to perform a peroral esophago- 
scopy in a woman who claims that she thinks she has a chicken bone in her 
throat ? 

Answe) I had bett answer that question by reciting about a patient I 
saw this afternoon. This patient said she had swallowed a piece of glass 
The Roentgenograms were negative. She insisted that she could still feel it, 
so an esophagoscopy was done but nothing was found, and she now feels con- 


vinced that she had nothing in her esophagus 
Question: What would you say was the most dangerous foreign body in the 


esophagus and bronchus, and why? 


inswer: I have had two experiences in esophagoscopy with razor blades. 
One in the region of the cricopharyngeus was removed without difficulty. This 
was a Gem safety blade. This type of razor blade has only one cutting edge. 
When I presented it before the Bronchoscopic Society, the members all smiled 
because I said it was removed without bleeding. It was easy, for I used an 
old-fashioned Jackson esophagoscope and was able to put in the esophagoscope 
around the edge of the blade and then withdraw it. The other case was that 
of an insane man at Kings Park Hospital, referred to me by Dr. Whitham. 
\ Star razor blade was located at the carida, and I was able to grasp the edge 
in such a way that the cutting edge trailed and I removed it without cutting 
the esophagus. He is still alive, and while he is the type that will not swallow 
and so has to be fed, nevertheless no injury was done. I would say that that 
was the most dangerous type. In the bronchus, I think the loose foreign body 
is the most dangerous type. 

Ouestion: Please discuss suspected enlarged thymus cases. 

Answer: This is again a personal reaction. The effects from an enlarged 
thymus is frequently overrated and people are kept in fear that their children 
will die from thymic shock. I recall a case seen years ago, while on Dr. 
Smith’s clinic. The youngster was brought to us for dyspnea and it was 
decided that he might have an enlarged thymus. On endoscopic examination, 
it was seen that he had a typical scafford trachea. Diagnosis of enlarged thy- 
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mus was made. Dr. Jackson had done several thymestomies and we anticipated 
doing this operation. Dr. Law took a Roentgenogram to be sure that the child 
had an enlarged thymus. Instead of being a very brief exposure, as now, the 
exposure lasted many seconds, and after seeing the picture we made arrange- 
ments for the operation, but the patient never came back. Three or four 
weeks later the father returned to the clinic and said: “My child is cured. 
The X-ray cured it.” It was simply the prolonged exposure to the X-ray that 
reduced it in size and cured the patient. 


Complications of Laryngectomy. Dr. J. E. MacKenty. 
(Published in October, 1929, issue of Tue LARYNGoscope.) 
DISCUSSION. 

Question: What do you consider the most important procedure in the after- 
treatment of laryngectomy? 

Answer: That is very difficult to say, for there are so many things to be 
considered in the after-treatment. Perhaps the safeguarding of the patient 
against infection is the most important. 


Question: Are you operating on patients with early involvement of the 
larynx more than you were three years ago? 
Answer: I have seen fewer this year than before; the cases that have come 


have been worse than ever, so that our propaganda does not seem to be doing 
much good. 

Question: What is your rule as to when one should do a laryngectomy? 

Answer: That depends entirely on the location and extent of the growth; 
if in the interior commissure, it should be removed by laryngectomy; when 
in the centre of the cord and small and near the surface, thyrotomy may be 
tried, but not as done in this country. The operation as done by Sir St. Clair 
Thomson is really a partial laryngectomy; that is why his statistics have stood 
out so well against ours. He does a much more radical operation. Primary 
growths in the posterior part of the larynx are rare and require a total 
laryngectomy. 

Question: Do you always remove a piece of tissue before doing a laryn- 
gectomy ? 


Answer: Never, if I can help it. I have seen many recurrences determined 
by this procedure. We do it if we have to make a diagnosis and if the patient 
demands it. The operation for removal should follow the biopsy as soon as 


possible. 

Question: Does cancer of the larynx develop in patients without teeth? 

Answer: Yes: but I believe that a foul mouth has something to do with 
the development of cancer. Many patients with cancer have infected mouths. 

Question: What happens when the upper end of the tracheal stump sloughs? 
What starts it? 

Answer: It sloughs in some instances and recedes toward the chest, but it 
doesn’t do much harm except that it interferes with skin union. If the gap is 
not too great the skin will grow over it and result in noncontracting ostium. 

Question: Is not cancer of the larynx most frequently a low-grade cancer? 
Ii this is so, is not laryngectomy too high a price to make a patient with 
beginning carcinoma pay? Can you tell us anything about the advantage of 
endothermy for cancer of the larynx? 

Answer: The man who asks that question has not much knowledge of can- 
cer of the larynx. Squamous cell carcinoma is the most virulent of all the 
cancers. Ninety-six per cent of cancers of the larynx are squamous celled and 
extremely malignant. Diathermy has not yet sufficiently proved its worth to 
justify us in experimenting with it in a disease so malignant as cancer of the 
larynx. Here we are permitted but one move in the game. If the move is 
false, the game is lost. 


Question: Given a case of extrinsic carcinoma of the larynx in which the 
history is that of a slow-growing neoplasm, would you be inclined to deviate 
from your usual indications for a laryngectomy? 

Answer: We have operated in the last few years on a few cases of extrinsic 
cancer of the larynx. Two of them have gone for nearly two years without 
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recurrence; they were cancers of the epiglottis. The others have had recur- 
rences. I have not had much success in operating on extrinsic cancer of the 
larynx. Someone has said that if one case in a hundred is saved, the effort is 
worth while. It is a question if we are justified or not in inflicting misery on 
99 human beings to save one. 





Sinusitis in Children. Dr. Samuel McCullagh. 
(Published in November, 1929, issue of Tue Laryncoscore.) 
DISCUSSION, 

Question: When do you consider a case of chronic sinusitis cured? 

Answi I suppose that refers to children. I don’t know when it is cured 
[ never consider it cured; it seems to me that it is always present in a quiscent 
state. The subjective symptoms have disappeared and it needs only the slightest 
infection to start it off again. I am never sure that a case is cured. 


Question: What is your management of ambulatory cases of chronic sinus- 
103 
Answer: 1 don’t know that I have any particular management that differs 


in any way from the usual hygienic treatment, plus attempts in every way t 
promote drainage. If the child is old enough to stand it, I am very fond of 
argyrol packs, with suction irrigation. It is, of course, necessary to rectify 
any anatomical abnormalities that may interfere with drainage. 

Question: In those chronic cases in which several operations for - tonsils 
and adenoids have been done, do you think that the recurrence of the lymphoid 
issue is due to the sinusitis or do you believe the lymphoid tissue to be a 
‘“ausative factor in these sinuses cases? 

Answer: These are the cases which were formerly grouped under the classi- 

cation of lymphoid diathesis. These children are very prone to sinus infec- 
tion and lymphatic hypertrophy is encouraged by the irritating discharge. The 
well known “vicious circle” is exemplified by them. The answer to this ques- 
tion presents somewhat the same difficulty as the one relative to the pric rity 
yf the egg or the fowl. 


Question: Under what circumstances would you perform a radical antrum 
operation on a child under 10? 
inswer: Only if there were some very serious general condition dependent 


upon the sinus infection. That is such a broad question that it is rather diff 
cult to answer, for so many factors must be taken into consideration ; it depends 
largely upon the individual case 


Question. Do you believe that maxillary sinusitis can be successfully treated 
by irrigation through the ostium? 
Answer: I have never had any experience with this procedure. Dr. Yan 


kauer, with his technical skill, has done so. 

Question: I would like to ask if, in view of the necessary destruction to the 
mucous membrane incident to a sinus operation, is there not some atrophic scab 
bing following the operation in due time? 

I think there is less than in adults. 

Do you not think that at the age of adolescence and up to that 
point, that children are always more susceptible to colds than afterwards? Is 
there not at that time a physiological change which makes them less prone t 
sinusitis after than before? 

Answer: In children with adenoids and tonsils the susceptibility to colds and 
sinus infection is, of course, very great. The statistics shown in this report 
would not seem, however, to indicate that their relative susceptibility was the 
greater. I know of no such physiological change as the question suggests. 








Diagnosis in Unusual Cases of Sinus Disease. Dr. E. Ross Faulkner. 
(Published in November, 1929, issue of THe LARYNGOSCOPE.) 
DISCUSSION. 

Question: Do you rely on the X-ray pictures? 

Answer: I think they are worth a great deal, but I use the X-rays first in 
conjunction with the clinical findings to make the diagnosis. ; 

Question: How do you differentiate cavernous sinus thrombosis from acute 
ethmoiditis ? 
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Answer: The acute ethmoiditis in most cases will show some nasal dis- 
charge; in addition, the swelling from cavernous sinus thrombosis is very 
gradual, and the patient is scarcely ill in the initial stage. Then, high tem- 
perature will occur and the patient will rapidly become very ill, going on to 
fulminating meningitis. I had a case in the ward some years ago with the 
diagnosis of cavernous sinus thrombosis when he came in, but at the end of 
a week we opened him up and found a large orbital abscess. The cavernous 
sinus will show engorgement of the veins with the ophthalmoscope, but that is 
not absolutely certain; rupture into the orbit with very little pressure will 
cause much engorgement of the retinal veins as well, but you don’t have to 
wait long for the diagnosis of cavernous sinus thrombosis. 

Question: Would you depend upon lipiodol injections for positive diagnosis? 

Answer: I have had very little experience with lipiodol injections, but I 
think that most X-rays without that will differentiate pretty well. If you find 
no pus in the washing and you get a sinus plate showing marked opacity, you 
may be pretty certain it is due to the thickness of the membrane. 


Diphtheria, Disease of Antiquity; Diphtheria and Tonsillectomy. Dr. 
Francis W. White. 
(Published in January, 1930, issue of Tur LARYNGOSCOPE.) 
DISCUSSION. 

Question: What symptom or symptoms would lead you to suspect diphtheria 
following tonsillectomy ? 

Answer: On account of the trauma to the tonsils we probably all have been 
suspicions at times of diphtheria; if there is a fever and there is any reason 
why you should suspect diphtheria, you should take a culture at once. 

Question: How long would you wait after a diphtheria attack to do a ton- 
sillectomy ? 

Answer: If you have two negative cultures, the patient is supposed to be 
free of diphtheria and is allowed out; then you would be guided by the local 
conditions, the same as following acute tonsillitis. 

Question: Are: there any contraindications for a tonsillectomy during the 
period of giving toxin-antitoxin treatment? ‘ 

Answer: I don’t know of any reason for doing a tonsillectomy during that 
period. It would be only two or three weeks to wait. 

Question: Do you regard susceptibility to diphtheria as excessive after ton- 
sillectomy ? 

Inswer: I would say it was decreased. 

Ouestion: What is the relative value of intubation and tracheotomy in laryn- 
geal diphtheria? 


Answer: Today there are comparatively very few intubations and fewer 
tracheotomies. 

Question: Do you favor a tonsillectomy in a diphtheria carrier? 

Answer: The rule is, if possible, to enucleate the tonsils and get rid of a 


large area of infection. 

Question: What are the indications for intubation and when do you prefer 
a tracheotomy ? 

Answer: That has already been partly answered. It is only during the stage 
f respiratory difficulty that we do intubations. I don’t know that I have seen 
a tracheotomy performed in some time for croup. 


Classification of Fellows of the Section. Dr. Thomas J. Harris. 

The Chairman deserves the thanks of the Past Chairmen for the honor he 
has conferred upon us in associating us in this way on the May program. I 
would like to say, however, most emphatically, Mr.. Chairman, that on this 
occasion it is non-merituri te salutamus. With your courteous permission, I 
propose not to follow the example of my illustrious colleagues in speaking 
upon scientific topics, but desire to occupy the time assigned to me in con- 
sidering briefly what has recently been suggested by the Council of the Acad- 
emy as one of the possibilities of the not distant future, namely: The Classi- 
fication of the Membership of the Sections, and especially of the Section of 
Laryngology. For many years it has becn more and more apparent that while 
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the specialty of laryngology in this country was distinguished by many out- 


standing representatives, the equal of any on the other side of the water, it 
contained many who were poorly prepared and illy-fitted to practice the spe- 
ialty. This became still more in evidence at the time of the World War, 
vhen a large percentage of those who offered themselves as otolaryngologists 
in the United States Army were rejected as unqualified. Various earnest 
ittempts were made to meet this without success, until finally, due largely to 
the activity of Dr. George E. Shambaugh, of Chicago, a committee was formed 
representing the four national societies and the Section of Otolaryngology of 
the American Medical Association, of which our fellow member, Dr. Wendell 
C. Phillips, was Chairman. This committee, after mature deliberation, brought 
1 a report to the constituent societies recommending the organization of the 
Board of Examiners, to be known as the American Board of Otolaryngology, 
which should have the authority to examine those who applied, and grant 
ertificates to those who met the requirements of the board. The board was 
rganized in the year 1924. In little more than four years of its existence it 
as held examinations in various parts of the country. It has granted 1,368 
ertificé ites; 128 of those who took the examinations failed. The purpose of 
the board is especially to establish a standard of qualifications for those who 
he future desire to enter the specialty. The national societies have made 
1s a requirement for admission the possession of the certificate of ‘the board. 
I } of Regents of the American College of Surgeons passed the fol- 

ion at the Philadelphia meeting, under date of Oct. 27, 1925 

Be It Resolved, That the College will recognize the Certificate of the Ameri 
an Board of Otolaryngology as evidence of the professional fitness in oto- 
laryngology of candidates for its Fellowship who hold such certificate, but will 
lemand in addition that such candidate comply with all other requirements of 
he College as to character and ethical qualifications. This does not imply 
hat the College is to decline to admit to Fellowship otolaryngologists who 








omply with their requirements even if they have not been certified by the 
oard 
Severa the local societies have done the same thing. The Section of 


iryngology of the New York Academy of Medicine contains 97 members. 
Of these, 53 possess the certificate, which means that 44 members of the Sec- 
‘ 1out the certificate. It is earnestly hoped that all of these in the 
near future will make application for the certificate. For many of the members 
f the Section, the procedure is a mere formality, as for those who are in the 
practice of the specialty for over 15 years the board is not in the habit of 

any examination, and for those who have practiced over seven years 
ination is so modified that it does not include much of the technical 
matter that is demanded of beginners in the specialty. 

On many accounts a standardization of the membership in the various Sec- 
tions of the Academy is desirable. In our own Section of Laryngology the 
way to bring this about has been rendered simple, by the certificate of the 
Board of Otolaryngology Any retroactive procedure is, of course, out of the 
question, but a resolution from the Section to the Council of the Academy 
recommending that the possession of a certificate of the Board of Otolaryngol- 
ogy shall be in the future a condition for membership would be in the nature 
of an endorsement of the Council’s views in regard to the standardization of 
the specialties. The adoption of such a resolution or of one endorsing the work 
of the Board of Otolaryngology would be of decided assistance to the board at 
the present time. 











exXa 





Complaints constantly are being made to the board that many of the appoin- 
tees upon the otolaryngologic staffs of many hospitals are men not qualified 
for the positions. It is the desire and hope of the Board of Otolaryngology 
that in the near future all of the hospitals of the country will require the pos- 
session of the certificate of the board for all appointments made to the oto- 
laryngologic service above the grade of clinical assistants. All those who have 
given careful thought to the subject are agreed that the whole-hearted support 
of the Board of Otolaryngology by such a representative body as the New 
York Academy of Medicine will have a pronounced influence in bringing about 
the wished for standardization of the specialty. 
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THE COUNCIL OF THE NEW YORK ACADEMY OF MEDICINE. 

The Section of Laryngology at its meeting, May 21, 19290, unanimously 
adopted the following resolution: . 

Kesolved, First, that we approve of the plan proposed by the council for a 
classification of the Sections of the Academy. Second, that we respectfully 
recommend to the Council that the possession of the certificate of the American 
soard of Otolaryngology in the future shall be required for membership in 
the Section. 

DISCUSSION. 

Dr. McCuLtaGu: I think the consideration of that motion is a matter for 
the executive session. Non-members cannot vote and it might be carried im- 
properly. 

The motion was laid on the table for consideration at the executive session. 

Dr. McCuLtacu: Dr. Harris suggests that no appointment be made to a 
hospital excepting to a man who holds the certificate of the board. As far as 
I can see, that would be impossible excepting for the senior positions, That 
should be qualified for the senior positions, for otherwise how can we appoint 
men as clinical assistants and assistants on probation for their training when 
they come to us as young men? That must be modified for the higher posi- 
tions on the staffs, and not cover the clinical assistants and men who are get- 
ting their education in the specialty. 

Dr. Harris: I think Dr. McCullagh’s point is very well taken, and my 
motion will be modified accordingly. In fact, I may state that in at least one 

and I think more—of the large hospitals in the city that rule obtains now. 

Question: A doctor has to be a graduate in medicine for a certain number 
of years before he can apply for admission to the Academy of Medicine; how 
long then must he be graduated and practicing in a specialty before he can 
take the examinations? 

Dr. Harris: One year. There are three classes of members for examina- 
tion as proposed by the board. Class One are those who have been in the 
practice of their specialty for one year. We consider no one who has not been 
in actual practice apart from hospital work for a full year. The Second Class, 
from seven to 15 years, and the Third Class for those over fifteen years. The 
board reserves the right to require examinations for those in practice seven 
years to 15 years in practice is not required; they are passed on their record, 
the only condition being that they shall present themselves. 

The requirements for Class Two are less exacting; the chief part of the 
examination consists of the careful preparation of 25 case histories. 

As for Class One, in which we are particularly interested, those who are 
entering the specialty, there is no desire to use any catch work to throw the 
men, but to do everything in fairness, that they shall get through; but they 
are expected to show that they have had a year of preparation besides their 
private work; that they shall be up especially in the anatomy of the nose and 
throat and ear, and shall be able to pass a fair examination in pathology. 

The examining board examines both didactically and clinically. Dr. Beck, 
of Chicago, has charge of the pathology. There are no written examinations, 
although that is allowed in our by-laws. The whole object of the board is to 
endeavor to ascertain that a man is qualified to enter the specialty, and with the 
co-operation of the hospitals and great institutions, like the Academy, we feel 
that we shall in a short time secure some of these things which the leaders 
in the profession and men who are deeply interested have wanted to bring about. 


Tonsillectomy in Adults—Local Versus General Anesthesia. Dr. Harmon 
Smith. 
(Published in November, 1929, issue of THe LARYNGOSCOPE.) 
DISCUSSION. 

Question: Other things being equal, does a systolic blood pressure of 200 
or more call for a local or a general anesthetic in removing tonsils? 

Answer: Personally, I pay but little attention to blood pressure in consider- 
ing the advisability of tonsillectomy to be done either under general or local 
anesthesia. However, in a case of high blood pressure I would apprehend less 
danger from the local than from a general anesthesia. Some of the very high 
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and some of the very low blood pressures have apparently been due to the 
focal infection from the tonsils, and after their removal a more normal pres- 
sure has ensued. 

Question: Does it seem probable that death following tonsillectomy may be 
due to injury to the vagus nerve—either by the injective needle or by the 
operation itself? 

Answer: I can readily conceive that with an unnecessarily long needle the 
vagus might be reached, as well as the common carotid; but with the ordinary 
needle and ordinary skill neither of these should be injured, particularly so if 
the operator endeavors to inject into the capsule of the tonsil and not further 
into the tissues of the neck. Operatively, there is no more danger of injuring 
the vagus under local than under general anesthesia. 

Question: What is the limit of age for local anesthesia ? 

Answer: There is no age limit. I have recently operated upon a woman, 
age 69 years, who stood the operation better and recovered more quickly than 
many others of lesser years. The decision for operation as regards age de- 
pends upon the health of the individual and the apparent resistance to operative 
procedure. In the selection of patients for local anesthesia it is not so much 
the advanced age as it is the youthfulness of the party. I do not employ local 
anesthesia in young persons—say, under 16 years of age. 


Question: Would you advise operation in a case of pulmonary tuberculosis 
and, if so, to do it under local or general anesthesia ? 
Answer: Unquestionably a general anesthesia is contraindicated in tubercu- 


lous patients. It is also a well known fact—substantiated by the observations 
in many reliable sanitoria for consumptives—that the removal of the tonsils is 
of great benefit—provided the operation is performed when there is no active 
process going on, accompanied by temperature and hemorrhage. Local anes 
thesia in these cases is by far the safer methods. 

Question: Don’t you find it necessary to swab the pharynx to prevent the 
patient from vomiting? 

Answer: No. Four days before the operative time I administer a powder 
after each meal, consisting of 20 grains of calcium lactate and 20 grains of 
sodium bromid. The bromid lessens the tendency to “gagging” and the cal 
cium lactate tends to lessen hemorrhage. 

Ouestion: Do you find that there is more danger of infection in the glands 
of the neck after local anesthesia than after general? 

Answer: I cannot answer this definitely, but from recollection would say 
that I have never noted any difference from one or the other. 

Question 1. In heart cases, do you prefer local to general anesthesia? 
2. In heart cases, have you seen marked symptoms following cocain and novo- 
cain anesthesia? 3. Injections of adrenalin contracts the small blood vessels; 
does it induce secondary hemorrhage? 

Answer: In heart cases, it is a question that is at present unsolved as to 
which is preferable; but I have not yet hesitated to employ local anesthesia 
because of this condition: neither have I noticed any more untoward symptoms 
from the local than from the general anesthesia. 

However, I have noted a period of discomfort in some cases, not heart cases, 
from the adrenalin. These symptoms have occurred only when the patient was 
sitting up, but when in the semirecumbent position they have not complained 
of it. Neither do I believe that the small amount of adrenalin recommended 
in my technique tends to secondary hemorrhage. 





Question: If in two or three hours after operation bleeding occurs and in 
some cases requires anesthesia to control same, do you ligate the bleeding ves- 
sels; and can you control the bleeding better under local than general anes- 
thesia? 

Answer: Postoperative bleeding is as easily controlled following local as 
general anesthesia. The same surgical proposition presents itself, and in some 
instances it is necessary to reanesthetize the patient in order to tie off the ves- 
sel; however, the anesthesia of the locality remains longer after local than 
after general anesthesia and I’ve been able, in many instances, to grasp the 
bleeding vessel and ligate it, without pain to the patient, several hours after 
the removal of a tonsil under local anesthesia. An important feature in the 
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control of postoperative hemorrhage is to have a number of very small sponges 
grasped preferably in a long artery forceps—so that by frequent application 
the definite spot or bleeding vessel may be determined and grasped without 
enmeshing a larger amount of tissue unnecessarily. In most instances of this 
nature, the surgeon is supplied with sponges entirely too large and an undue 
quantity of surface is traumatized by the sponge and a large quantity of tissue 
is engaged with the bleeding point. 

Question: Do you consider that at any age a tonsil can be considered healthy 
or beautiful ? 

Answer: Yes, I think so. I have several patients with large tonsils, which 
I consider perfectly healthy—therefore beautiful. I have one patient in par- 
ticular who some years ago suffered severely from a streptococcic infection 
and nearly lost his life thereby, but who now has perfectly healthy tonsils— 
large, ‘tis true, but not diseased. I do not consider size of tonsils adequate 
cause for removal. The small submerged or buried tonsil is of greater menace. 


Some of the Uses of Diathermy in the Treatment of Ear, Nose anc} 
Throat. Dr. Lee M. Hurd. 
(Published in November, 1929, issue of THe LAryNGoscore.) 
DISCUSSION. 

Question; Have you had any experience with endothermy in removal of the 
lingual tonsils? 

Answer: You can do it perfectly well and satisfactorily, and with less pain 
than with the guillotine. 

Question: Would endothermy help in untumescent (obstruction)—the pale, 
boggy obstructive turbinate? 

Answer: I don’t think that surgery has any place—if I understand the ques- 
tion rightly—in vasomotor rhinitis. If hyperplasia or hypertrophy is meant, 
endothermy has a place. In vasomotor rhinitis, endothermy has no place. 


Demonstration of Foreign Bodies Removed by Bronchoscopy. Dr. C. J. 
Imperatori. 

This collection comprises many different types of foreign bodies removed 
from the air and food ay If you will look at the labels; you will see 
that most of these foreign bodies have been removed by others than myself. 
Six years ago, we started this bronchoscopic clinic at the Manhattan Eye, Ear 
and Throat Hospital. At that time, my four associates knew very little about 
bronchoscopy ; now they know a great deal, and some of them are more clever 
than I. 

I take this opportunity of thanking Dr. David H. Jones, Dr. John Lore, 
Dr. Arthur Wilson and Dr. Saul Knopf, who have been my associates during 
this time, for their excellent and ever ready assistance in carrying on this work. 

This is a physical evidence of the value of bronchoscopy. The equipment 
of the clinic is adequate to do all types of bronchoesophagoscopy. We have a 
biplane fluoroscope and thus may be guided to the terminal bronchi. With the 
assistance of Dr. Law, we can operate with comparative ease. 

Aside from foreign body removals, most of our work is diagnostic. Practi- 
cally all of the biopsies spoken of here tonight have been done at the broncho- 
scopic clinic. 

DISCUSSION. 

Dr. M. C. Myerson: I wish to say that Dr. Imperatori and the institution 
he represents are to be congratulated upon having established this broncho- 
scopic clinic. It is the most active center of bronchoscopy in Greater New 
York and is gradually developing the type of bronchoscopist that only intensive 
work over a long period can develop. To me it is a sign of real progress and 
advance in laryngology and bronchoscopy in this city. Dr. Imperatori and his 
associates are doing fine work and should be commended for it. 





AMERICAN OTOLOGICAL SOCIETY. 


Sixty-second Annual Meeting, May 22, 23 and 24, 1929 


Hotel Shelburne, Atlantic City, N. J. 
Abstracted by Dr. Robert Sonnenschein, Chicago. 


Wednesday Afternoon Session, May 22, 1929—The Sixty-second Annual 
Meeting of the American Otological Society, Inc., convened at Hotel Shel- 
burne, Atlantic City, N. J., at 2 p. m., Dr. J. Gordon Wilson, President of the 
Society, presiding. 

Presidential Address: Otology and Neurology. Dr. J. Gordon Wilson. 

Otology has derived great advantages within recent years from physics and 
biology. Physics has given us the audiometer; biology has increased our 
knowledge of the vestibular system. This Society has shown itself capable 
not only in aiding these advances, but also in utilizing them to the advantage 
of otology. After very briefly discussing these advances, Dr. Wilson reviewed 
more fully the extent of our knowledge of the vestibular-ocular reflex. 

In diagnosis this reflex has certain obvious advantages over other reflexes 
from the ear. First, the eye is the most accurately balanced and freely mov- 
able organ in the body; second, it is easily observed; and third, it is a cranial 
segmental reflex of great diagnostic potentialities. 

Regarding the results of lesions of the peripheral organ in the ear it is well 
established that injury to the labyrinth results in a deviation of the eyes to 
the side of the lesion. A slow deviation followed by a quick return. The 
slow deviation is labyrinthine, the quick return is of cerebral origin. After 
labyrinthine injury the deviation is of short duration, at most two or three 
days, and is to be regarded as due to a loss of function quickly compensated 
for. Eye oscillations occur also in cerebellar lesions. Here the deviation is 
to the side opposite the lesion, and the quick return to the side of the lesion. 
Cerebellar lesions are in addition characterized by ataxic movements when the 
eyes are turned to the side of the lesion. These movements are of a pendular 
type, increased by fixation and not present in labyrinthine affections. While 
labyrinthine nystagmus is of short duration, cerebellar nystagmus may persist 
or years. It also must be regarded as due to a loss of function. 

The characteristics of lesions near the mesencephalon are vertical nystag- 
mus, dissociation of eye movements, and perverted nystagmus. 

Lesions above the mesencephalon show, as a rule, no spontaneous nystag- 
mus. The oscillations which at times are seen, inconstant and tend to the 
pendular type. But though spontaneous nystagmus is not present the otologists 
an demonstrate at times that the vestibular reaction from aural stimulation 
shows changes which may be regarded as both quantitative and qualitative. 
[he quantitative changes as shown by the rapidity by which the caloric (or 
rotation) reaction comes on, its long duration, the rapidity of the oscillation 
ind the malaise (vertigo and vomiting) which accompanies it. The qualita- 
tive change is indicated by either a falling out of the rapid phase on ons 
side or such a disproportionate persistence of the slow phase as to attract 
attention. This is in keeping with the writer’s experimental work, in which 
it was found that after injury to a cerebral hemisphere stimulation of the 
labyrinth on the side of the lesion with cold water gave deviation of the eyes 
and either no true nystagmus or altered phasic time. Whereas, stimulation 
of the same labyrinth with hot water, causing the eyes to deviate to the oppo- 
site side, gave normal nystagmus. The deductions made were, aiter injury to 
the cerebrum on one side, when the slow deviation from aural stimulation was 
directed to the side of the lesion, the quick component was abolished or 
reduced. 

In conclusion, the writer stated his belief that while the pathway of the 
vestibular ocular reflex (the slow deviation) was essentially the same in all 
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vertebrates, in the higher vertebrates the quick return movement, which 
appeared later in the phylogenetic development, had formed association with 
centers above the midbrain and was influenced by them. This might manifest 
itself in alterations of the quick movement from aural stimulation in cerebral 
lesion. 


Early Stages in the Development of the Acoustic Apparatus in the Human 
Embryo. Dr. George L. Streeter. 

Of the various sense organs, the ear is the first to make its appearance in 
the human embryo. As the first somites begin to show, and before the closure 
of the neural tube, that part of the neural wall that is to furnish the acoustico- 
facial ganglion exhibits an active proliferation of its cells, producing a lateral 
bulging. From the lateral surface of this fold, the ganglion mass becomes 
detached by delamination. Coincident with this an area of thickened skin- 
ectoderm becomes demarvated as the otic plate. The progressive differentia- 
tion of this otic plate and its invagination and detachment from the surface 
ectoderm has been photographed and demonstrated in a series of 24 embryos, 
ranging from the stage of seven somites to embryos 4 m.m. long, at which 
time the otic vesicle is completely established, and the walls are histologically 
differentiated into parts that can be clearly recognized as the vestibular, coch- 
lear and appendicular portions. 

After the completion of the primary vesicle and its ganglion, one can begin 
to see changes in the mesenchymal environment, at first a condensation of 
cells and soon a definite capsule of precartilaginous tissue. This capsule, from 
the first, assumes definite relations to the membranous labyrinth, and one finds 
the endolymphatic appendage not inclosed. The latter is left naked to come 
into relation with the lateral sinus. Along with the development of the pre- 
cartilaginous tissue a recticular space, intervening between it and the epithelial 
labyrinth, makes its appearance, and this reticulum can be traced into the 
eventual periotic spaces with their equipment of blocd vessels. In the mean- 
time, the precartilaginous tissue becomes definite cartilage. 

The third developmental period concerns the transformation of the carti- 
laginous capsule into bone, which is covered by the investigation of Dr. T. H. 
Bast. 


Osteogenesis of the Human Periotic Capsule. Dr. Theodore Hieronymus 
Bast. 

Dr. Bast stated that the periotic capsule differs from other bones of the body, 
in that three types of bone compose it. Two of these types, (1) perichondrial 
and (2) endochrondial, correspond to types found in long bones, but type (3) 
intrachondrial bone, which is formed within the lacunae of the calcified matrix, 
is found in no other part of the human body. 

The histogenesis of the periotic capsule may be outlined as follows: The 
ossification process begins by (a) enlargement of the cartilage lacunae, (b) 
modified staining reaction of the cartilage matrix, (c) entrance of connective 
tissue cells into the enlarged lacunae, which replace the cartilage cells, (d) en- 
trance of vascular osteogenetic buds, which excavate large channels in this 
changed cartilage. This excavation is not complete, thus leaving islands of 
cartilage. (e) Primary endochondrial bone is formed in the excavated parts, 
(f) the connective tissue cells, which wandered into the lacunae of the cartilage 
islands, change into bone cells, surrounding themselves with bone. The cartilage 
matrix of these islands is calcified, thus producing a peculiar type of bone, 
which we have designated intrachondrial bone, (g) perichondrial bone is formed 
around the original cartilaginous capsule. 

At the junction of the vestibule with the scala vestibuli, there is an out- 
pouching of the vestibule, which is filled with perilymphatic tissue. This tissue 
extends from the vestibule to the middle ear. With age this tissue becomes 
denser. Around it the cartilaginous capsule persists even into adult life. This 
area is variously known as “fissula ante fenestram” (Siebenmann), or “Coz- 
zolino’s zone” ( Perossi). 

In a small per cent of our fetuses a similar outpouching of the vestibule 
was seen just posterolateral to the oval window. This evagination ended 
blindly in the bony capsule, where it became continuous with the bone mar- 
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row. This structure is known as “canalis membranaceus caecus” (Ibsen), or 
as “fossula post fenestram” (Siebenmann). 
DISCUSSION. 

Dr. J. Gorpon Witson: We have received one of the best descriptions of 
the development of the ear that has ever been given in this country. I have 
listened to the expositions of Dr. Streeter and Dr. Bast with great pleasure. 
The enthusiastic reception given these papers is evidence of our appreciation. 

Dr. Stacy R. Guitp: I can only express admiration for Dr. Streeter’s 
work. I have seen many embryos in animals but I have never seen such a 
complete story as he has given us with human embryos. One point is that 
regarding the peculiar web-like bone described by Max Meyer. Dr. 
this is primarily endochondrial bone, and I am inclined to agree with that. 
It impressed me as having the value Mayer attached to it. It looks rather 
like our old embryonic friend. I think also there is an intrachondrial (not 
tangled with endochondrial) characteristic formation of the spaces. I would 
like to ask if you interpret the part near the cell as calcified matrix. The 
pictures look like what we get all the time. Why is that so different in amount 
in different individuals, irrespective of age, whether newborn or adults? 
Even the amount of the interglobular spaces is different. Scmetimes they 
predominate the picture; sometimes they only occur occasionally. As to the 
question of mitosis, I cannot say one way or the other, but it has some prc- 
portion of the growth in the ear, but I think it is a very 
In regard to the relation to 


sast says 


secondary feature. 
otosclerosis, which is an abnormal development 
of some kind, I think it is important to have this normal growth to compare 
with. I do not know whether we can find embryos in the early stages. 
Usually abnormal conditions lead to otosclerosis. The slides show Cozzolino’s 
zone in otosclerosis. We have found histological otosclerosis, bilaterally 
an infant, one year and 10 days. In Cozzolino’s area the 
considered the focal point for development of otosclerosis. 
great venous stasis over 


in 
fissura has been 
There is always 
an area of otosclerosis and Wittmaack considers that 
this venous stasis is associated with otosclerosis. In one infant a slide showed 
otosclerotic areas at the superior part of the stapes and the anterior part of 
the round window. Under the superior margins of the stapes there also was 
very vascular tissue. The anterior border of the round window was separate 
from the other foci. The condition was perfectly bilateral. The interglobular 
spaces were very scarce. 

Dr. J. HoLincer: The earliest recorded case of otosclerosis was one noted 
by Alexander, in a child of one year, as told me by Siebenmann. The islands 
of cartilage between the bony capsule are remnants of the primordial capsule 
f the labyrinth. Siebenmann showed a number of these. Sclerotic foci which 
have not developed to the point of showing bone marrow may be seen, and 
can be identified by the larger bone corpuscles. Bone corpuscles in the 
sclerotic bone are larger than those in the normal bone. 

Dr. G. SHAMBAUGH: I find myself confused in regard to one point in the 
development of the osseous capsule; when you cut a section through the 
promontory you see three layers: (1) cartilage, (2) periosteum lining the 
tympanum, (3) lining of the perilymphoid spaces of the scala tympani. I did 
not hear these three layers mentioned, *but perhaps I am mistaken. 

Dr. T. H. Bast: Dr. Shambaugh’s question is easy to answer. All the 
cartilage, except certain elastic fibre cartilages, is related to bone g-owth; 
the internal perichondrium next to the canals of the vestibule and ccchlea, and 
the external perichendrium, which becomes internal and external periosteum. 
The external periosteum is more active in laying down bone. It is thicker on 
the outside and thinner on the inside of the endochondrial bone. Dr. Guild 
referred te the intrachondrial bone related to the calcified cartilage matrix. 
It is old cartilage matrix which has become calcified. This becomes much 
more voluminous than the actual cartilage was at the beginning and encroaches 
upon the lacunae. I was asked why we do not get further excavation in cther 
bones, but cannot answer this question. My personal opinion is that in case 
of otosclerosis, a secondary process begins, but you have a delay or checking 
in the growth. Why it does not go on normally I do not know, but it looks 
like a re-excavation and filling in of bone. I think that otosclerosis is 


a 
secondary e~cavation process. 
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Dr. J. Guxrpon Witson: Would that account for the cartilage at the foot- 
plate of the stapes being ossified? 

Dr. Bast: That would be my impression. 

Dr. GEORGE STREETER: Dr. Guild raised a point as to the relation of the 
mesenchyme and neuroderm to the periotic tissue. In some animals a large 
part of the cartilaginous cranium is of mesenchymal origin. It is natural to 
expect that this capsule might be of this type, but it is possible that the otic 
capsule is ectodermal in origin. In fishes with cartilaginous skulls the otic 
apparatus is the most antique primary sense organ, developing very much 
before the eye, for instance. Perhaps the capsule may be related by invasion 
of other tissue. 


Demonstration of Wax-Plate Model of the “Utriculoendolymphatic Valve” 
(Bast) in a Two-Year-Old Child. Dr. J. Gordon Wilson, Chicago. 

The fold of the posterior utricular wall, placed at the opening of utriculus 
into the endolymphatic duct, and described earlier by Bast as occurring in the 
human embryo, has been found as a very striking structure in a series of 
sections prepared from the ear of a two-year-old child. 

In sections, the fold appears as a shank with a foot-like free extremity ; 
the latter is turned forward and, in our series, is applied to the utricular wall. 
The fold, at its greatest extent, is 0.717 m.m. in length. As a free projection, 
either through the foot or both foot and shank, it occurs in 13 serial sections, 
each 25 microns in thickness. 

It consists of an epithelium, varying regionally between flattened cuboidal 
and low columnar, and an areolar-tissue core, thin-meshed except immediately 
beneath the epithelium of the shank and throughout the pedal portions, where 
it is concentrated. 

The fold and neighboring parts of the membranous labyrinth have been 
modeled by the Born wax-plate method. 

DISCUSSION. 

Dr. Stacy R. Guiitp: I saw Dr. Anderson demonstrate this at the ana- 
tomical meeting. I have expressed my views in regard to its hydrostatic 
function. 1 cannot see how the perilymphatic fluid would pick it up. There 
is another point, namely, its similarity to that part in the guinea pig model 


All descriptions call for the duct from the sacule to join as a Y. All the 
classical accounts show a Y. This model shows a right angle junction, as in 
the guinea pig. I think that is the usual form and that the other is due t 
poor technique. All the other models were made by taking bone off and 


drawing conclusions from these fine membranes. You can perceive the diffi- 
culties of interpretation. Using good technique, as in this case, explains it. 
I would like to know how you got it, if you know. 

Dr. J. Gorpon Witson: It was more by accident. We are now modeling 
this in a different way. We are modeling the structure of the endolymphatic 
system to show the dilations and branches, and when we get it we will be able 
to show it. 

Dr. BAst: In regard to the hydrostatic function, I made it clear that this 
was a conjecture. Dr. Wilson has brought that out. I have no notion as t 
what the function might be. Regarding the Y shape, I have a number of 
preparations showing that the branch of the endolymphatic sac has one going 
to the utricle, one to the saccule. Some show a Y, others do not show it. I 
know some of my technique is faulty, but I have got both cases. Where | 
got a Y my histological picture was better than in the other cases. 

Dr. E, P. Fowier: One point about the hydrostatic pressure may throw 
light on the subject.. The sections might not show it acting as a valve, but as 
it communicates through a narrow opening with a large opening, you will get 
a suction which will start a valve motion. Dr. Bast spoke of the shape of 
the duct as fan-shaped close to the thin membrane, but the thinness of the 
membrane would not prevent a valve action. 

Dr. Witson: The full description of the technique will be printed in the 
paper when published in the Transactions. 


Morning Session, Thursday, May 23, 1929—Report of Committee on Study 
of Progressive Deafness. Arthur B. Duel, New York City. 
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On behalf of the Committee, the as report was presented: 

The work of the Committee up to last November has been reported. The 
subsequent work has been a combination of all the projects we have had in 
hand. The report on otosclerosis has been completed and the published volume 
is ready for distribution. We have received subscriptions from 75 members 
of this Society and from the Triological. The work of translating, publishing 
and preparing the bibliography has cost $12,000, and the volume is being sold 
at $15. The monetary return is small, but we are rather seeking to increase 
interest in the subject. A review of all the literature on this subject will 
appear from year to year as a supplement to this volume. This may appear 
at three-year intervals. We have also arranged with the Department at 
McGill University, under Dr. Birkett, Dr. McNally and Dr. Squeaver to 
review the work done =e - Crockett on calcium in diet with reference to 
otosclerosis, together with a definite program of extension of that work along 
the line of dietary measures and parathyroid therapy. In this research a set 
of experimental animals are to be kept in a state of hypo-and also in a state 

f hypercalcemia, in order to make histological studies on the temporal bones 
in these conditions. 

3esides the Research Council we have a Scientific Committee and a Commit- 
tee of lay members. A sum of $500,000 additional fund is to be collected for 
this research work. Mr. Harkness has promised us help if this fund is col- 
lected by July 1. Dr. Dench has been very active in this matter and has 
secured a promise of a residuary estate, worth not less than $50,000, which 
Mr. Harkness is willing to accept as if it were a pledge. This brings the total 
to $440,000. We have also approached the Carnegie Fund to help us. They 
would allow us to use the unexpended sum on hand, plus the last contribution, 
$10,000, which would add $20,000 more. This leaves a deficit of $40,000 short 

f the goal. We have become very ambitious and hope that we shall finally 
get two millions, so that the work may be very much prolonged and enlarged, 
and that its scope may include work in foreign countries, with the prospect 
of getting very much better and quicker results. 


Oo 


An Endocrine Study of a Thousand Case Histories. Dr. Dana Drury. 
(Appeared in September, 1929 issue of THr LARYNGOSCOPE.) 
DISCUSSION. 

Dr. J. A. Stucky: This paper shows a decided progress towards the solu 
tion of the problem of chronic deafness, confirming the clinical conclusions I 
have held for many years. Experience has strengthened the opinion I ad 
vanced several years ago, that this condition is not due to a definite pathology 
but is primarily the result of deficient. nutrition, toxemia intestinal in origin, 
circulatory disturbance and endocrine dysfunctions, which are the end-results 
of the deficient nutrition and toxemia. The hereditary tendency is probably 
due to prenatal deficiency. : 

In the majority of cases I meet there is clinical evidence of dysfunction of 
one or more of the endocrine, thyroid-gonad, adrenal and pituitary, and most 
satisfactory results are obtained from plutoglandular feeding, but the toxemia 
must first be eliminated and the treatment supplemented by a balanced diet 
and biological living, the latter being the most important of the treatment. 

Endocrine imbalance may be the result of hypo- or hyperfunction and may 
involve either hearing or sight, or both, and a careful checking up of the 
case at least once a week is necessary while administering the endocrine feed- 
ing, until the imbalance is corrected. 

In each case of chronic deafness, I consider: (1) nutrition, (2) elimination 
(and constipation should be relieved without purgatives), (3) pulse rate and 
blood pressure, (4) vasomotor system. My experience is that the majority 
of these cases can be arrested and remain so as long as they live properly. 
Many of them under 45 years of age can be improved. The three most im- 
portant endocrine glands involved are the thyroid, adrenal and gonad. The 
graded endocrine feeding must be continued for some months until the proper 
functions of these glands are restored and it must be remembered that a bal- 
anced diet must be continued in order to maintain this restored function. 

Dr. THomAs J. Harris: This paper deserves our earnest commendation. 
I congratulate Dr. Drury upon his careful study in regard to the endocrine 
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system. We have not been so successful in our attempts. I am reminded of 
the paper read by Carlson before our Society at the meeting in Swampscott. 
He said that with the exception of the thyroid gland we have not advanced 
far in our knowledge of the endocrine system. 

So far as Dr. Drury has spoken of the thyroid I am in agreement with 
him. I agree with Dr. Drury, Dr. Kopetzky and Dr. Bryant that the term 
catarrhal middle ear deafness should be discarded and that it is misleading. 
The term otosclerosis is itself a misnomer. We would get further in our 
study of chronic deafness if we omit that term. Dr. Drury has brought out 
the close relationship of chronic deafness to the endocrine system, and has 
found, as we have, that the thyroid is most generally at fault, and more 
often with hypo- rather than hyperfunction. 

I think Dr. Drury is to be congratulated upon his success in his studies 
from the therapeutic standpoint. In these cases we have not met with much 
encouragement. 

Dr. L. W. Dean: The second case that Dr. Drury presented showed a 
Meniere’s symptom-complex. If we review the literature of the subject for 
the last 30 years, there were two other reported cases that were thought to be 
due to hypothyroidism. Dr, Drury reported these. Another one appeared in 
the English journals. I would. be interested if Dr. Drury would elaborate in 
his closing discussion of the chemical studies he has made on the blood metab- 
olism in general and its relationship to disturbance of aural function. 

Dr. S. MAcCuEN SmitrH: A few years ago I reported a series of four cases 
in connection with Dr. Robert L. Bitfield, of Philadelphia, where the patients 
suffered from a tinnitus aurium and deafness, both of which were relieved by 
thyroid therapy, and therefore they must have been due to dysfunction of 
this gland. Within the last few months, I have been associated wth another 
physician in the care of a young woman suffering from a considerable loss 
of hearing and marked tinnitus aurium. She had been married eight years 
but had never been pregnant and underwent an operation for the purpose of 
promoting conception. Following this operation she became pregnant, and 
instead of this condition producing an increase in her aural symptoms, as is 
so frequently the case, she actually improved, both with reference to the tin- 
nitus and hearing. In my experience the aural symptoms incident to myedema 
are generally improved by the administration of thyroid. 

Dr. E. P. Fow ier: It seems rather lacking in appreciation to even suggest 
any adverse criticism of such a wonderfully careful and complete paper, but 
there is one point to criticize. It is a remarkable thing that in cases of 
chronic progressive deafness the great majority of people do not show any 
endocrine symptoms, or give an endocrine reaction. If you examine them 
carefully, their hearing may be found reduced, but the nerve of hearing is 
not usually affected, as evidenced by the fact that the bone conduction is 
normal. Perhaps myxedema affects only the capsule of the labyrinth or the 
conduction mechanism, but it is impossible to conceive how this can happen. 
Until we arrive at a point where we can find in the other parts of the body 
evidence of endocrine disturbance, it is stretching the point to say that these 
cases of ear trouble are of endocrine origin. ° 

Dr. H. H. Vair: I feel very much as Dr. Fowler felt, namely, that if we 
accept all these facts we shall have to discard our armamentarium and instead 
of otologists, become endocrinologists. I was impressed with the fact that 
much more attention was given to the laboratory examination than to the 
ear and sinus examination. I have tried similar treatment and I must say 
that I have given it up except in cases of obvious endocrine disturbance, in 
which anybody could make a diagnosis. I often think there is a latent 
sinusitis back of the progressive deafness. All these patients give a history 
of frequent colds. Before we make a diagnosis of endocrine disturbance as 


the cause of dez ainess, I think we should examine more carefully the parts 
around the ear. I have been associated with Cushing in cases that were obvi- 
ously of endocrine disturbance, with gigantism, acromegaly or hypopituitarism, 
and have not seen any marked deafness. I have seen many cases of thyreid 
disturbance, but do not think deafness is any more marked in these cases. I 
hope the Doctor will not go too far in this endocrine therapy and neglect care- 
ful examination of the parts about the ear. 
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Dr. C. C. Buncu: I have sketched here an audiogram which shows the 
results of tests on a patient, a colored woman, age 30 years. She had been 
in the hospital a few weeks previously for a lobectomy, her basal metabolic 
rate at that time being plus 51. When she recovered from her operation, she 
noted some loss of acuity of hearing. The audiogram showed rather marked 
bilateral loss, which was quite uniform for all tones. The drum membranes 
were normal, the Rinne was questionably positive, and bone conduction was 
not decreased. The results of the test made us think we might be dealing 
with a case of beginning otosclerosis. She was referred back to the thyroid 
clinic for a check of her basal metabolism. At this time it was minus 36. 
Under treatment prescribed by the thyroid clinic her hearing began to im- 
prove and after some time became practically normal. The thyroid treat- 
ment was then discontinued. One month later, hearing tests showed that 
acuity for high tones was beginning to diminish. These results give rise to 
some interesting hypotheses. 


Dr. J. K. M. Dickie: This subject of progressive deafness is extremely 
interesting. In my practice two out of every three deaf patients are un- 
doubtly suffering from otosclerosis. There is a very striking clinical aspect 
to these cases. The patients appear to be decidedly below par, and give you 
an impression of diminished physical vigor. The voice is flat and toneless, 
and there are many indefinable symptoms. I think that in a large number 
of cases investigated by internists there is a general metabolic disturbance. 
In some cases there is a slight hypothyroidism. It appears to me from a 
study of otosclerosis that we have an hereditary degenerative tendency which 
may be excited by various causes—focal infection; endocrine disturbance ; 
metabolic disturbance, but until now our various researches have not reached 
any very marked result. We know what the histological changes occurring 
in otosclerosis are, but there is no agreement as to what these changes mean. 


Dr. L. W. Dean: I saw the case mentioned by Dr. Bunch, and have also 
had patients of my own with this finding. I have seen patients with a Meniere 
syndrome in whom examination by a competent internist was negative except 
for hypothyroidism. These patients improve so far as vertigo and loss of 
hearing are concerned by the administration of thyroid extract. My experi- 
ence has been rather contrary to that of some of the other speakers. 


Dr. Stacy R. Guitp: We have prepared models which have a_ bearing 
upon this question of return to function. We must, however, draw a line 


between clinical otosclerosis and true, or biological, otosclerosis. | would 
like to report a very interesting case of true otosclerosis with ankylosis of 
the footplate of the stapes, who had no sign of clinical otosclerosis. The 


patient was a very sick woman (a cardiac nephritic) with otosclerosis on 
both sides, involving anterior and inferior to the stapes, to half the circum- 
ference. The anterior cruz was botind in with fibrous tissue in which there 
were deposits of calcified material independent of the stapes and of the open- 
ing of the oval window. The cartilage on the rim of the oval window was 
changed to sclerotic bone, and two areas showed partial ankylosis. This is 
a case of true otosclerosis just at the point of ankylosis, but with absolutely 
10 indication clinically of an otosclerotic type of deafness. This is of interest 
in connection with otosclerosis with a lowered endocrine function of any 
type. I would raise the question whether true otosclerosis does respond to 
these changes, after bony union takes place. I cannot conceive of a return 
to a true annular ligament. Can such a case improve? 


Dr. DANa W. Drury, closing: In the group studied there were no cases 
of hyperthyroidism; also there were no cases of hypergonadism. In fact, I 
have never seen such a case complaining of ear symptoms. In a series of 
3,000 case histories, there were only 18 cases pluriglandular in nature. The 
18 cases were pluriglandular because they had been operated on, 1. ¢., either 
the gonads or thyroid had been removed before the endocrine study was made 
at the Evans. To evaluate the true metabolic rate means several determina- 
tions, together with the pulse rate and temperature and respiration, plus the 
individual’s weight and sitting height. 
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Classification of Chronic Deafness. Dr. James G. Dwyer.  s 

For years the writer has felt that the classification of deafness is not only 
a very unsatisfactory one, but that in light of modern works on deafness, it 
is positively misleading. He is here making a plea for a classification that 
will convey to the younger men entering otology an idea of the pathology 
underlying deafness, insofar as we now know it. 

Take, for instance, the diagnosis of otitis media catarrhalis chronica. This 
classification includes numerous sub-groups and the term catarrhal is cer- 
tainly misleading. Again, most modern otologists are agreed that many of 
the class of cases fall under the focal infection type, and the usual term de- 
scribing it is not only a misnomer but is misleading. 

One could go through the whole classification and in light of modern work 
could improve upon it. The writer, therefore, makes an appeal that we 
should reclassify deafness and readjust our mental attitude to the whole 
subject. 

DISCUSSION, 

Dr. ArtHuR B. Duet: In the hospitals we have, by routine practice, used 
for diagnosis such terms as: 0. m. c. C.; 0, mM. Cc. a.; O. M. p. C.; O. Mm. p. a. 
Careful consideration of these cases makes it evident that such a nomenclature 
is quite incompetent for all cases. I believe that the term “catarrhal otitis 
media” should be removed from the nomenclature of middle ear diseases 
They are hyperplastic, acute, or chronic; or atrophic, acute or chronic. I 
doubt that a hyperplasia ever changes to an atrophy.. As to the diagnosis 
of eighth nerve lesions, I think we should differentiate between the various 
types. In a class by itself are those cases where the degeneration of the 
nerve is due to toxic products brought from focal infection in other parts of 
the body. A neuritis due to a specific cause, such as syphilis, lead or alcohol, 
should be differentiated from the more common toxic cases originating from 
focal infections. I should like to see cases of otosclerosis very carefully dif- 
ferentiated, and would postulate as one of the important diagnostic factors a 
distinct hereditary history. If I were to make a change in the nomenclature, 
I would use instead of otosclerosis, the term otospongiosis, as possibly con- 
veying a better concept of the pathology. We might very well appoint a 
commission of competent men to study a new nomenclature for diseases of 
the ear. 

Dr. L. W. Dean: My classification of deafness, as it exists at present, 
without serious thought, is based upon two things; first, history; as I look 
back on the way in which my patients are handled, I find that in later years 
we have taken a minimal time of 20 minutes for every otological history. 
[ find I must take that time in order to get a proper conception of the factors 
which bear upon deafness. Unfortunately it is very difficult to get a familial 
history and data in regard to instances occurring early in life, even if they 
are extremely important. In such family histories we have found many 
endocrine disturbances. 

Second, my classification is based upon a very thorough general examina- 
tion. Among other things, allergy is looked for. To my mind, classification 
of deafness should be based on etiological factors determined by the history; 
on general examination and on a thorough local examination, which should 
provide the basis for therapeutic measures. 

Dr. Francis P. Emerson: I think it is a distinct advance in the progress 
of otology, when we acknowledge that our previous classification of the 
pathology of the middle ear has been unsatisfactory. 

I have been very much dissatisfied with the nomenclature of middle ear 
disease, because I have never been able to differentiate changes in the middle 
ear from those taking place in the perception apparatus. In one case we are 
dealing with physics, and in the other case with the nerve organ subject to 
injury, either of local or of general origin. 


In syphilis, there is a specific, toxic injury to the eighth nerve. In mumps, 
we may get a dead nerve from one acute infection. In infectious disease 
there is toxic injury to the perception apparatus. There is dysfunction of the 
endocrine system in many diseases that may affect the eighth nerve. From 
my own point of view I have worked out the following classification. 
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Fundamentally, we have differed in our conception of middle ear disease 
from our difference in understanding of the term catarrhal. This is a low- 
grade infection, as has been shown by Zuckerhandel, Uffenordi and Hirsch. 
They have shown that the mucous membrane is markedly swollen to many 
times its normal thickness so that it becomes almost jelly-like, and this is 
followed by an exudate or a serous effusion. 

Regarding the classification of tubotympanic catarrh, we were taught that 
ve first had a nasopharyngitis with involvement of the Eustachian tube, espe- 
tially at its mouth. The lining membrane became markedly swollen, so that 
the tube became obstructed, and we then had a negative pressure and effusion 
into the middle ear. If we consider a catarrhal process and infection, we 
vould have a nasopharyngitis with involvement of the Eustachian tube, which 
became markedly swollen, followed by a serous effusion into the middle ear, 
vithout the necessity of conceiving that any negative pressure took place. 





The next classification to which there is objection is that form of middle 


ur in which we have felt that there was a catarrhal, adhesive process. In 
I ype of middle ear the drum membrane is clear. The middle ear is 
i 








negative and there is no obstruction in the Eustachian tube. We cannot con- 
ive of a process olving the connective tissue without fibrosis and infiltra- 
tion. This means increased blood supply, which again means exudation or 


secretion, which would involve the lining membrane. This we know does not 
take place; therefore, there cannot be such a pathological process. On the 
t this classification covers a large number of cases. 
gy? Ii we go back to the primary classification of 
tubotympanic catarrh, we know that with the initial attack there is involve- 
ment of the middle ear and a marked lowering of tone perception. In a large 
of cases this clears up, leaving no pathology in the middle ear and 
damage to the perception apparatus. 





ther hand, we know 


hen what is the etiol 











On the other hand, there are certain cases where the middle ear and the 

an tube become normal and where tone perception returns to normal 
r the low limits, but where there is a distinct loss for the whispered voice. 
[This loss progresses intermittently without disturbing the low limits or the 
niddle ear. The cause is a bacteremia or toxemia from tl [ 





Eustacl 





he exacerbation of 
. local process, usually in the fauces, and we know this to be so, because with 
very acute exacerbation there is tenderness of the gland under the angle of 
the jaw. It is said that this is not nerve deafness, because there is no low- 
ring of bone conduction, but there is never any lowering of bone conduction 
in any case from any cause until perception for the whispered voice is nearly 
lost, when the low limits begin to be raised, and when the patient no longer 
ears a tuning fork below 256 d.v. Then begins a lowered bone conduction 
nh every case, 

In other words, in every infection that involves the middle ear, whether it 
is a catarrhal process or a more virulent attack, there is at the same time 
lamage to the perception apparatus, which is intermittent and in which the 
loss of tone perception takes place in an orderly fashion, until we finally get 
lowered bone conduction in all. The changes in the middle ear are coincident 
with the damage to the perception apparatus and cannot be separated from it. 

Dr. E. P. Fowrer: There are two or three points I wish to comment 
upon. Of course everybody puts down o. m.c.c. It is a definite entity, and 
some diagnosis must be made. This designation simply means it is not a 
suppurative case. I personally prefer the term c. m. n. s. (nonsuppurative) 
as being most logical. We can only have the main clinical and pathological 
groups. No one term will ever cover every grouping. The best we can do 
is to get a nomenclature which will not mislead. In regard to the diagnosis 
of specific deafness from the audiograms, just because a patient has a posi- 
tive Wassermann does not mean the deafness is specific. Otosclerosis cannot 
be diagnosed from the audiograms alone. Adhesive lesions will give audio- 
grams similar to those of otosclerosis. I have looked at thousands of slides 
of ossicular joints of animals with ear disease and have never seen any joint 
involvement as yet, so that it would seem not to be very common. The joints 
are apparently remarkably protected. 
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Dr. J. Horincer: In both Dr. Dwyer’s and Dr. Drury’s papers there was 
no mention of comparative hearing tests. They would have given us some 
idea of the function of the ears. The Rinne, the Weber and Schwabach 
tests, and the lower and the upper tone limits are of greatest importance, 
especially if these different tests change. Middle ear deafness was spoken 
of, but the fact is that careful pathological and statistical examinations have 
shown that the nervous system is more frequently affected than we suspect. 
Nerve deafness in all its different forms is not often enough diagnosed. 
Siebenmann has shown that nerve deafness can be diagnosed by means of the 
tuning forks. These diagnoses were confirmed by pathological specimens. 
The number of postmortems in cases previously repeatedly examined while 
living is much greater than has been published. 

Dr. S. MacCue SmitH: My own feeling is that what might be termed 
classical otosclerosis is quite uncommon. I mean by this the type of case 
which is definitely hereditary, in contradistinction to those cases which are 
perhaps first hypertrophic and then, through certain histologic changes, be- 
come atrophic or sclerotic. On a former occasion I referred to a distant 
relative by marriage, in whose family, for several generations, otosclerotic 
changes were very definite in all those members who “took after” the mater- 
nal side. At about the age of 16 years every child who resembled, spoke 
like, or exhibited any of the other traits of his maternal ancestor began to 
lose hearing, and later developed all the characteristics of otosclerosis. It 
fell to my lot to try to prevent these changes in several of the children 
before they arrived at this age. They were sent abroad, placed under the 
care of competent men, and spent as long as three years in countries of more 
or less elevation, with the view that climatic therapy, together with other 
lines of treatment, might stay, or even prevent the onset of the sclerotic 
changes. In each instance the result was just about the same, although per- 
haps slightly delayed, as it would have been had they remained in this country. 

Dr. JAMEes G. Dwyer, closing: I agree with Dr. Duel as to the question 
of heredity in otosclerosis. I have seen three cases of true’ otosclerosis in 
six years, all hereditary, following the Mendelian laws, and I think the his- 
tory is the most important point in all these cases. I want to congratulate 
Dr. Emerson, who was the first one to bring this point forward. I agree with 
Dr. Fowler that to make a diagnosis we must make a description which will 
not be misleading. I think the textbooks are misleading and most of the 
descriptions are wrong. It is only when the audiogram is combined with all 
the other facts that it is of aid in making a differential diagnosis. As to the 
last speaker, let me say that we should make comparative hearing tests, and 
base our ideas upon them. 


Aiternoon Session, Thursday, May 23—Dr. J. Gorpon Witson: We have 
had papers in our Transactions by physicits and we are going to hear today 
from the psychologists. Prof. Bentley is one of the most prominent men 
who has worked upon the psychology of hearing. 


Hearing from the Psychologist’s Point of View. Madison Bentley, Ph.D., 
Cornell University. 

Helmholtz long ago supplied a convenient and satisfactory account of the 
ear and its auditory functions in his “resonance” theory, but in the last two or 
three decades the facts of audition have been very greatly increased and our 
knowledge of the organic functions considerably enlarged. The facts are now 
so complex that the older and the simpler theories no longer suffice. In order 
to construct an adequate theory, therefore, it is necessary for anatomist, physi- 
ologist, embryologist, psychologist, neurologist, acoustical engineer and com- 
parative morphologist to labor co-operatively and with an intelligent under- 
standing of each other’s problems and methods. 

For his part, the psychologist, who is with all the others interested in the 
living organism, specifically directs his attention to the experience of hearing 
sounds. That experience he seeks to describe and to understand. To this end, 
he describes (1) the simpler auditory experiences, the tones, formants and 
noises; (2) looks for the relation of these experiences to the forms of energy 
delivered at the cochlea and to the aural structures and mechanism; and (3) 
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accounts for such complex auditory phenomena as combination tones, beats, 
fusions, binaural synergies and spatial localization of sounding objects. In all 
of these undertakings his problem and his methods supplement those of the 
other sciences and arts which conjointly attempt to understand hearing and to 
preserve the acoustical functions of the organism. Although the facts, when 
they are gathered from all the sources, are extremely tangled and complicated, 
the present tendency to forsake traditional formulas and to work co-operatively 
in the laboratories and the clinic, promises to provide us, before very long, 
with an adequate and satisfactory doctrine of hearing and of its defects. 
DISCUSSION 

Dr. Ropert SONNENSCHIEN: I am neither a psychologist nor a physicist, 
but there is a question that I would like to ask Dr. Bentley regarding one of 
the points he covered. Is there any analogy from a physical standpoint between 
the loudness and brightness of the higher tones, as compared with the dullness 
and softness of the low tones? We know that by air conduction we hear the 
sounds of the tuning fork prongs, which have transverse vibrations of very 
little intensity, but great amplitude. On the other hand, vibrations of the stem, 
which we usually hear by bone conduction, are longitudinal, of great intensity, 
but very little amplitude. When the vibrations of the stem, however, are con- 
ducted through the lumen of a tube and ear piece by way of air conduction, as 
in the Sonnenschien-Minton modification of the Rinne test, we hear these 
sounds just as loud as we did those of the prongs, Is it possible that while the 
same amount of energy is being used, it is different in quality, the low tones 
being dull and the high tones being bright and loud? I desire to ask this 
question 

Pror. BENTLEY: It is through the magnanimity of the Chairman that I can 
give you today the psychologist’s viewpoint of the problem involved in hearing. 
In order not to propound anything too revolutionary I have kept the manu- 
script in a folder marked “antiques.” 

Dr. Stacy R. Guitp: I would like to congratulate Dr. Bentley on his pre- 
sentation, and to add some qualifying phrases regarding our knowledge. Let 
me point out that structure comes before function. We are very weak in our 
knowledge of fundamental things, and this fact has depressed me for a very 
long time. We do not know yet how many nerve fibres of the cochlear division 
of the nerve have terminal on one hair cell. We do not know whether there 
are one, two or 50 having collaterals ending on that hair cell. We do not 
know how many hair cells receive collaterals from one and the same neuron; 
if 50, that neuron can be stimulated by 50 impulses. In regard to transmission 

when we start back from the organ of Corti to the cerebral cortex we have 
no idea how many cells in the cerebral cortex are stimulated by one cell in the 
cochlear spiral gangion. We know that there is a dorsal and a ventral neuro- 
ganiculate body; but we do not know whether one spiral cell goes to one 
cortical cell, or whether one cortical cell receives impulses from one spiral cell 
only. It may be known, but I have not found any evidence whatever worth 
printing that tells us anything about this fundamental investigation. 

Dr. Gorpoxn Witrson: I think the reason why we do not get results is 
because our viewpoint is not the same. Dr. Bentley, as a psychologist coming 
to a medical meeting, has an entirely different viewpoint from ours, and it 
will:do no harm for us to try to see things from his angle. The paper is 
scholarly, full of accumulated facts, but most of us will have to study it very 
carefully to appreciate it. 

Pror, BENTLEY: I cannot trespass upon “the field of anatomists and physi- 
cists. The incompleteness of the anatomical side of the paper is evident. It 
is extremely difficult to find out whether one receptor is connected with several 
fibres or whether one fibre may not be associated with several nerve cells. 
Until we can get a simple case we shall not be able to make out this compli- 
cated mechanism in the study of the ear. 





Limited Lesions of the Basilar Membrane. Dr. Edmund Prince Fowler. 

Fowler holds that audiometric measurements prove that the true “tone-gap” 
is not a fact, because thousands of audiograms have been studied and no true 
“tone-gaps” found; however, in several apparently normal ears, and in many 
abnormal ears, markedly limited deafened areas have been discovered regularly 
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within the upper frequency ranges, and frequently limited to small areas near 
4,000 dv. The audiometer frequency intervals were originally planned to 
guard against missing “tone-gaps” and they appear to have served the purpose, 
because no “gap” has been discovered narrower than five-sixths of an octave 
(reported by Fowler in Archives of Otolaryngology, Aug., 1928). Several 
dozen striking examples (of tone dips) were studied and the following ob- 
— set down: 

The dip occurred with nerve deafness, obstructive deafness and with both. 
Pond in the upper frequencies (above 1,000). 

2. The neighborhood of 4,000 d.v. is regularly favored. 

3. The hearing for the lower notes may be and is often near normal. 

The hearing for the tones above the dip tones may be normal, but usually 
return only half-way, and often little or none towards normal. 

: The form of the curve varied in depth, width and level of its brinks. 
There was little variation in the regularity of the slopes of the curve 
The depth of the depressions varied from 20 to 100 S. U. Unless down 

more than 15 S. U. by both A. C. and B. C., they cannot be deemed of definite 
significance. 

The width of the depressions varied from five-sixths of an octave to 
three octaves (seldom over two). 

The low tone side of the brink of the dip varied from normal to 50 S. U. 
down. The high tone side, from normal to below the capacity of the audi- 
ometer. 

10. In several instances, prior audiograms showed absence of any narrow 
dip, but in none such was the hearing near normal in the upper frequencies. 

11. In every instance, bone conduction (at dip frequencies) was markedly 
lowered, often to the same degree as the air conduction. 

Whenever the bottom of the dip receded toward normal by air conduc- 
tion, there was also improvement in the bone conduction. 

13. In no instance did A. C. or B. C. subsequently recede completely to 
normal at dip frequency. 

14. Both tone brinks may improve to a certain extent at the bottom of the 
dip. 

15. In few ears was there much improvement in the brink on the high tone 
side of the dip. 

Tinnitus was regularly present (in about 66 per cent) and may accentu- 
ate the depression of hearing within the dip frequencies. 

7. The tone of the tinnitus regularly corresponds to the dip frequencies, 
usually to a frequency on the low tone side of the slope near the greatest 
deficiency point. 

Whenever tinnitus disappeared or lessened, the dip was lessened from 

15 S. U., depending upon the prior intensity of the tinnitus. 

The greatest intensity of any tinnitus was estimated at 10 S. U. above 
minimum audibility. Hence tinnitus can account at most for 10 to 15 S. U. 
loss by masking. 

20. Nasal sinus disease was present in every case, often though by no means 
constantly worse on the side of the deafer ear. 

21. Politzerization in no instance brought about any improvement at the dip 
frequency. 

In many instances there was definite history of acoustic trauma (i. 
gun fire, violent explosions, etc.). 

23. In several instances toxic factors were suspected. 

24. Children showed dips only occasionally. 


(To be continued in a subsequent issue of THE LARYNGOSCOPE.) 








